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Abstract
Background
Hospice inpatient facilities are an important element of the delivery of specialist 
palliative care. Factors influencing admission to a hospice have received relatively 
little research attention and are poorly understood. The aim of this study was to 
describe and explore the judgement and decision making processes that occur in 
clinical practice when prioritising patients for hospice inpatient admission. A focused 
ethnographic approach was used to explore the inpatient admission process at six 
hospice sites in England. Data collection methods included nonparticipant 
observation of admission meetings at four sites, fifteen interviews with hospice staff 
and examination of related organisational documentation. The hospice admission 
process is highly complex and characterised by competing models of care and 
individual hospices use a variety of admission structures and processes. ‘Doing the 
right thing’ is presented as the core theme of the hospice admission process. 
Judgements and decisions related to managing boundary, managing risk and 
uncertainty and managing face (expectation or reputation). A range of cultural 
beliefs regarding the appropriate use of the service and individual perspectives on 
‘doing the right thing’ were influenced by personal and professional beliefs and 
models of care, and were specific to the individual role of the professional during the 
admission process. A lack of consensus and competing models of care regarding 
the appropriate use of inpatient services, both within hospices and between them 
was revealed. Factors considered in the decision making process appeared to be, at 
least, as much focused on protecting the integrity and sustainability of the service as 
meeting patient need.
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Introduction to the thesis
This thesis is an account of a study conducted to explore and understand why and 
how patients are admitted to hospice inpatient units. It is presented in seven 
chapters which will be briefly summarised. Chapter one provides an introduction to 
hospice as both a concept and a service, including discussion on the historical 
development of hospice and palliative care services in England. Included in this 
chapter is discussion on issues related to allocation of healthcare resources for 
palliative care in relation to different models of healthcare. Current key issues 
relating to equity of access and the challenges associated with epidemiological and 
demographic changes are addressed. The final section of the chapter addresses 
decision making and priority setting in clinical practice and explains the origins of the 
research questions and why it was felt a relevant topic for research attention.
Chapter two provides a review of the literature, describing the search strategy and 
the identification of themes relevant to the study. In the first section of the review key 
ethnographic studies that have contributed to an understanding of hospice culture 
are discussed. The literature relating to hospice admission is then examined and 
presented under two broad headings, patient specific factors and service specific 
factors. The wider literature relating to hospice culture is also discussed in relation to 
the research question. The identified gaps in the literature are then summarised.
Chapter three presents the aim and objectives of the study and the chosen 
methodology. The methodology of focused ethnography is outlined and this is 
discussed in the context of a social constructionist approach. Chapter four outlines 
the ethical dimensions of the study including issues relating to gaining access to the 
field. The methods used to undertake the study are described and the reasoning for
14
their inclusion in the study design outlined. The findings of the study are presented 
in chapter five where an account is given of the experience of entering the world of 
hospice. The structures and processes relating to inpatient admission practices are 
reported. Thick description is used to recount the stories of the judgement and 
decision processes that occurred within them.
In chapter six the findings of the study are discussed in relation to the existing 
literature on hospice culture and hospice inpatient admission. This includes 
consideration of the overarching theme of ‘doing the right thing’ and how this related 
to the way admission processes were viewed and managed. The hospice as a 
‘special’ place and the presentation of the service as a ‘specialist’ care provider is 
then discussed. The implications of the findings in relation to the ‘living well’ or 
‘dying well’ debate are then considered. The insider/outsider relationships in the 
referral process interpreted as a form of club membership is then outlined followed 
by discussion of the competing models of care revealed by the study. The chapter 
concludes with a discussion of the remit and purpose of hospice. Finally, chapter 
seven presents a critique of the study. This considers the strengths and limitations 
of the study and a reflection on the experience of conducting the research. The 
implications of the findings for policy, education and research are then presented. 
Recommendations based on these are also made. The chapter concludes with an 
overview of the contributions of the study to the understanding of hospice admission 
practice.
15
CHAPTER 1. INTRODUCTION AND BACKGROUND
1.1 The origins and development of hospice care
The historical development of hospice and palliative care services in England has 
been well documented. The basic principles of modern hospice care were laid down 
by Dame Cicely Saunders in the early 1960s. These encompassed a systematic and 
holistic approach to the care of patients with advanced, terminal cancer. 
Acknowledging that such patients could and should be cared for in a variety of 
environments, the need for institutions dedicated to the care of the dying was 
identified as: “The provision of an institution primariiy devoted to what is often calied 
terminai care should not be thought o f as a separate and essentially negative part of 
the attack on canceT’ (Saunders, 1964:71). Such institutions were felt necessary to 
meet the holistic needs of dying people which were not being met in other 
environments. St Christopher’s Hospice opened in 1967 with the aim of filling the 
gap that existed in both research and teaching regarding the care of patients dying 
with cancer and other long-term illnesses (Clark, 2008).
The meaning of the word hospice has changed throughout the years. Historically, 
the term was associated with Christian centres that provided respite for travellers, 
the poor, the sick and the dying. The cornerstones of these homes, the antecedents 
of modern hospices, were compassion, comfort and spiritual care (Buck, 2007). The 
religious and philanthropic roots of hospice care and the impact of the rapid 
evolution and expansion of the modern hospice movement have been central to 
much discussion and debate over the years (Clark & Seymour, 1999). The impetus 
for this rapid development was to seek an alternative approach to caring for the 
dying person. In the context of a developing National Health Service (NHS) and 
medical advances focused upon the cure of physical disease, hospice care was one
16
response to an identified “poverty of terminal care” in mainstream services, (James 
& Field, 1992).
Developed primarily in response to such concerns, modern hospices aimed to take 
an active approach to the care of dying people. In England, from origins of a few 
independent and charitably funded organisations, hospice services have expanded 
significantly in the last few decades. There are currently 175 hospice and specialist 
palliative care inpatient units in England, 136 in the voluntary sector and 39 run by 
the NHS. These provide a total of 2,612 inpatient beds, 2,147 from voluntary sector 
providers and 465 from NHS providers (Help the Hospices, 2012a). Alongside the 
building of institutions, the movement incorporated a focus on research relating to 
the management of physical symptoms, such as pain, culminating in the recognition 
of palliative medicine as a specialty in its own right in 1987 (Clark, 2002). Though 
directly linked with the modern hospice movement it has been argued that the value 
of the care delivered by the early homes for the dying has not been adequately 
acknowledged. Analyses of the historical development of the word hospice have 
been criticised for placing medical institutions and physicians at their centre, thus 
obscuring the role and contribution of families, nurses and religious groups (Buck, 
2007).
A primary and guiding principle of the modern hospice movement was the concept 
of ‘total pain’. This developed as an outcome of Saunders (1964) listening to 
patient’s stories, such as the experience of a young female patient admitted with 
advanced cervical cancer:
17
“Her pain inciuded not oniy her physical suffering but also her emotional 
and mental suffering, her social problems and her spiritual need for 
understanding and security. This is the “total pain” with which any 
institution for such patients must continually deal. The strands that make 
it up are so interwoven that it is hard to consider them separately even 
when there is space to do so. Cancer at this late stage is a generalized 
disease with its impact on every facet o f the patient’s condition and 
consciousness” {Saunders, 1964:73).
Holistic care was therefore central to the original philosophy of modern hospice 
care. As services expanded and diversified so did the terminology used when 
describing or defining them. The consequent potential for confusion in the use of 
such labels Clark and Seymour (1999) felt warranted critical examination.
A number of national and international definitions have been produced. Palliative
care is defined by the World Health Organisation (WHO) as:
“an approach that improves the quality of life of patients and their 
families facing the problem associated with life-threatening illness, 
through the prevention and relief o f suffering by means of early 
identification and impeccable assessment and treatment o f pain and 
other problems, physical, psychosocial and spiritual” (WHO, 2013).
The definitions of ‘total pain' and palliative care both highlight the issue of suffering 
and the focus on a holistic approach. There is however an important difference in 
emphasis between the two descriptions. Saunders’s (1964) definition focuses on the 
interwoven nature of a person’s problems. Its primary focus appears to be 
highlighting the difficulty of separating the concept into different elements. The 
definition by WHO (2013) however, actively separates those elements with no 
suggestion that such a breakdown is unproblematic, it also presents them in a 
particular order where physical care is seen as dominant.
18
Specific guidance now directs the provision of supportive and palliative care for adult
patients with cancer (NICE, 2004). This document makes a distinction between
supportive care and palliative care. Supportive care is that which:
“helps the patient and their family to cope with cancer and treatment o f it 
-from pre-diagnosis, through the process of diagnosis and treatment, to 
cure, continuing iiiness or death and into bereavement” (NICE, 2004:
18).
Supportive care is an umbrella term that incorporates generalist and specialist
services. A distinction is made between palliative care delivered by health
professionals delivering day to day care to patients and carers, and that provided by
professionals who specialise in palliative care (NICE, 2004). Specialist palliative
care (SPC) services are described as those accessed in the event of unresolved
symptoms or complex psychological and end-of-life issues. Complex problems are
defined by NICE as:
“those that affect multiple domains o f need and are severe and 
intractable, involving a combination of difficulties in controlling physical 
and/or psychological symptoms, the presence o f family distress and 
social and/or spiritual problems. They also exceed the capacity and 
competence of providers to meet the needs and expectations o f the 
patient and carers” (NICE, 2004:122).
Complexity therefore relates to severity of need, the presence of more than one 
problem and the ability of ‘providers’ to meet that need. Questions arising from this 
include; how is ‘severe’ and ‘intractable’ defined, who assesses that and what are 
the implications of distilling a concept like ‘total pain’ into separate parts if the view is 
accepted that they are so interwoven they cannot easily be considered as separate 
experiences. In the 1990s Corner and Dunlop (1997) highlighted a re-emergence of 
the biomedical model as influential in the construction of hospice and palliative care, 
due to the increasing integration of these services into mainstream health care. 
Though recognising the psychological, social and spiritual aspects of an individual’s 
care these were considered as separate compartments and of secondary
19
importance to physical aspects, when it came to the cause of suffering in dying 
patients.
The model of care recommended in the NICE (2004) guidance was aimed at 
addressing variability in, availability of, and access to, SPC services throughout 
England. Though the recommendations were confined to the provision of care for 
adult patients with cancer, they highlight several of the key issues relevant to 
hospice and SPC palliative care services beyond that population of patients. The 
distinction drawn between palliative care and specialist palliative care indicates the 
separation of hospice and SPC providers from other health care provision. The 
origins of hospice care, in the construction of purpose-built inpatient units designed 
to provide terminal care, reflected that for the founders of the movement physical 
separation from mainstream health services was an important ideal (Clark & 
Seymour, 1999). Hospices, they pointed out, subsequently not only rapidly 
expanded but also diversified and as a consequence separation of services was 
replaced by increasing integration with the mainstream. Developments in hospice 
and SPC services cannot be viewed in isolation, as they are associated with larger 
national and societal issues, particularly that of allocation of healthcare resources.
1.2 The allocation of healthcare resources
From a social anthropological perspective, the allocation of healthcare services
occurs within the context of government policies and in turn the wider society
(MacLean, 2007). All health care systems comprise different cultures and
subcultures. In a biomedical model, ill health is regarded as a quality of the body.
Four other models have been identified originating from different interpretations of
the words ‘health’, ‘disease’, ‘illness’ and ‘sickness’. These are the traditional,
foundational, social and economic rationalist models (Arbuckle, 2013). Whilst it is
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generally accepted that the biomedical model is dominant in hospice care, other 
potential cultural influences or models need to be considered. The traditional model 
described by Arbuckle (2013) refers to the culture type found in traditional parts of 
Asia, Africa and parts of South America. Within this culture, a person’s identity is 
inseparable from the tribe into which they are born. Sickness is related to the whole 
person, their social and natural environment and, for some, the result of evil spirits. 
Mental, physical and social health are intertwined with spiritual belief, health and 
health care are therefore holistic. From this perspective there is a direct relationship 
with Saunders’s (1964) concept of ‘total pain’. The earliest origins of hospice care 
may therefore be interpreted in terms of Arbuckle’s (2013) traditional model, albeit 
with a different spiritual belief system than that found in other cultures.
Understanding the cultural development of hospice care requires a thorough
consideration of influencing factors that predate the modern hospice movement
(Buck, 2007). Payne et al’s (2008) review of the historical development of
terminology used in SPC may be viewed as limited by being confined to the 1960’s
and 1970’s onwards. During the late nineteenth and early twentieth century the
terminology relating to such institutions incorporated ‘a home for the dying’, ‘love
and concern’, ‘comfort’ and ‘charity’ (Buck, 2007:114). A concept of charity links
hospice care with the foundational model of health care. This model is built on the
Christian parable of the ‘Good Samaritan’, identified as a building block of Western
moral consciousness and a useful reference point for measuring policy options.
Originating in the early centuries of Christianity the story became:
“the public and operative founding myth among Christians in general, 
and later the monasteries in particular, obliging them to care for the 
sick.....At the heart o f this founding healthcare myth are the values of 
solidarity, equity, compassion, mercy and social justice” (Arbuckle, 
2013:76).
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The model is however exposed as a myth of Western health care because there is a 
fundamental binary opposition within it between ‘the mission’ and ‘the business’.
Arbuckle (2013) elicits the myth by revealing the intricacies of the parable. The story 
essentially is that of a traveller seriously injured by bandits and left at the roadside to 
die. A priest and a lawyer refuse to give aid to the victim however, a Samaritan went 
to the man’s aid immediately. The analysis centres around five types of violence; 
physical, social, ritual, racial and occupational. Following the first act of physical 
violence the ‘Good Samaritans’ victim was subject to ritual violence as a result of the 
blood loss which rendered him impure and untouchable. Others touching the victim 
would also be rendered impure. This links with the early history of hospice 
development in the late nineteenth century when care of the dying rested 
predominantly within families. Early hospice gave care and sanctuary to the 
‘incurables’ and ‘hopelessly ill poor’ when voluntary hospices were biased toward 
caring for the ‘deserving poor’ or those with some chance of recovery (Buck, 2007). 
The victim in the Good Samaritan story was also stripped, an act of social violence 
and subjugation, resulting in the victim being marginalised resulting in feelings of 
shame. This represented a more painful state for the victim than the physical 
suffering. The priest and the lawyer, pillars of the Jewish community failed to give 
aid to the victim in the Good Samaritan parable despite Hebrew cultural tradition 
requiring that they show compassion to the poor and marginalised. Jewish 
fundamentalists at the time discounted this obligation in favour of external 
conformity to rituals. Such marginalisation resonates with evidence of nursing and 
medical staff having poor contact with patients dying in an acute hospital setting, 
with observed distancing and increasing isolation as death approached (Mills et a i, 
1994).
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Arbuckle’s (2013) analysis concludes by outlining two final forms of violence. Racial 
violence was involved because the Samaritan gave assistance despite, as a group, 
being viewed as religiously and racially inferior by their Jewish neighbours. Finally 
the occupational violence in the form of prejudice was represented by the fact the 
Samaritan was a wine-seller, an occupation considered with suspicion bordering on 
the criminal by both Samaritans and Jewish alike. Despite being socially, racially 
and occupationally disadvantaged it was the Samaritan who aided the dying man, 
and by doing so broke through all types of violence. Similarly early hospices 
welcomed patients regardless of their race, religion, ethnicity or class with no 
expectation of recompense for the care provided (Buck, 2007).
The act of the ‘Good Samaritan’ exhibited many values, some less obvious than 
others, which Arbuckle (2013) differentiated. These were, final values, those 
indicating the desired end state, and instrumental values, those that are required or 
essential to achieving the final values. In order to help the victim the Samaritan 
needed not only compassion but the material goods, management skills and 
business sense to enable him to offer effective assistance. From the perspective of 
hospice care, to run any type of service requires a funding source and historically 
this has predominantly come from the generosity of the general public and 
charitable fundraising.
The ‘economic-rationalist’ model of health care is one which places ‘the business’ 
not ‘the mission’ as the driving motivation in healthcare. It is exemplified by the ‘for- 
profit’ hospitals in America. A business model has also been increasingly evident in 
the NHS with the introduction of principles such as market forces, patient choice and 
consumerism (Arbuckle, 2013). Hospices in the UK are not-for-profit organisations, 
on this basis the model may seem irrelevant to the discussion. Historically, the state
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contributed financially to hospice services by block contracting and spot purchases. 
A national review identified a wide variation in the level of state funding for palliative 
care, due to the lack of a clearly defined funding model or national tariff (DH (E), 
2011). The review estimated that 457,000 people need good palliative care services 
every year, however 92,000 do not receive it. A new per patient tariff system has 
been proposed with the aim of delivering greater fairness and transparency (DH (E), 
2011).
The financial viability of hospices is therefore a significant issue, particularly in the
context of increased integration with the NHS. The situation is exemplified by the
timing of the call to review SPC inpatient admission criteria (NOPO, 2011), four
months after the publication of the final report of the Palliative Care Funding Review
(PCFR) (DH (E), 2011). The NCPC (2011:3) stated:
“The per-patient tariff proposed by the PCFR, if carefuiiy impiemented, 
win provide greater fairness and transparency for SRC services as a 
whoie. That said admission procedures are iikeiy to remain an issue to 
be negotiated between providers and commissioners at a /oca/ ievei.”
The report highlighted that funding from commissioners presents opportunities to 
address gaps in service provision. The language in the document is revealing, using 
terms such as ‘transparency’ and ‘cost-effective’. Clear criteria for inpatient 
admission are called for to enable commissioners working with voluntary sector 
providers to determine which services are required as “a minimum within NHS 
parameters” (NCPC, 2011). Increased government funding may bring opportunity 
but it will also come with conditions about the nature of the service provided. 
Financial drivers in palliative care provision are clearly evident in a report on the 
progress made since the EoLC strategy was launched. The estimated total cost of 
patient admissions to acute hospitals, ending in that person’s death in 2010-11, was 
over £520 million and the cost of caring for someone in an acute hospital, when they
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require end of life care, was between £200 and £425. Reducing these admissions 
by 10% could result in a potential saving of £52 million (National End of Life Care 
Intelligence Network (NEoLCIN), 2012).
The potential risks, when ‘the business’ replaces ‘the mission’ in health care, were 
clearly evident in the report of Mid Staffordshire NHS Foundation Trust Public 
Inquiry (DH (E), 2013). Following concerns regarding high mortality rates and those 
expressed by a group of patients and patient’s relatives about poor standards of 
care they had received, a non-statutory inquiry was commissioned. The report 
identified serious failings in the Trust and prompted a public inquiry. Known as the 
‘Francis’ report, the document criticised “a culture focused on doing the system’s 
business not that of the patients” {DH (E), 2013:10). The outcome of this focus led to 
an ‘appalling’ standard of care for patients in the hospital between 2005 and 2008. 
The situation was allowed to occur, and continue, because the mechanisms 
designed to protect patients failed at multiple levels and the failure was, in part, 
attributed to a focus on reaching national targets and financial balance, at the cost of 
delivering acceptable standards of care (DH (E), 2013). The issue for all health care 
providers is how to maintain the mission within a finite financial resource.
Much of the literature relating to health care rationing is positioned within the NHS, 
and these dilemmas and debates remain unresolved, and may never be resolved 
(Klein, 2010). The words rationing and priority setting have been used 
synonymously to refer to: “the aiiocation of resources in health care both in terms of 
the relative priority to be attached to different demands and needs and to decisions 
that are made not to fund treatment for individuals or groups” (Coulter & Ham, 
2000:2). Alternatively a distinction has been drawn between rationing as describing 
the actual impact on patient care of priority setting decisions. Priority setting
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therefore occurs at an earlier stage of the process (Williams et al., 2012). Resource 
allocation occurs in different forms, explicit and implicit. Explicit rationing by means 
of practice policies and clinical guidelines has been identified as a means of being 
transparent and accountable for difficult resource decisions (Norheim, 1999). 
Mechanic (1995), however, contended that implicit rationing, whereby allocation of 
services is made at the discretion of professionals at a clinical level, is more 
sensitive to the needs of, and differences amongst, patients. The approach has 
been increasingly challenged on the basis that the rhetoric of clinical reasoning and 
judgement has been used to conceal resource rationing decisions. The concern 
being that implicit rationing: “leaves decisions of life and death subject to the 
variability and bias o f the practising clinician or manager in question, perpetuating 
the exclusion of marginalised social groups” (Williams et ai., 2012:11).
Resource allocation or priority setting decisions occur when limits must be set to 
health care provision, due to, for example, financial constraint or scarcity of a 
resource. They occur at three levels, the population or 'macro' level, regional or 
‘meso’ level, and clinical or ‘micro’ level (Williams et ai., 2012). There are difficult 
philosophical positions to consider when exploring the distribution of health care. 
These positions are not dealt with in depth in this thesis however it is appropriate to 
outline the key arguments. The decisions take on a moral component when some 
people are seen as having a moral claim to receive a portion of the resource. One 
key argument is that of basic benevolence which requires that: “whenever we are in 
a position to bring about a relevantly important good to some needy person without 
thereby suffering a reievantiy serious harm to ourseives, we are moraiiy obiiged to 
do so” (Maclean, 2007:42). The second is the argument of justice, which relates to 
the duty to ensure that people receive that which they are owed in justice (Maclean, 
2007). Priority setters in health care require an understanding of the range of ethical
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principles that influence decisions. They include egalitarianism, the concern for 
equality, individualism, concern for individual rights or choice, utilitarianism, the 
greatest good for the greatest number, and communitarianism that is the need for 
dialogue with a population’s citizens. Due to the challenging nature of the issues 
however, health care systems are described as exhibiting a confusion of moral 
values making the identification of a coherent ethical framework problematic 
(Williams et a i, 2012).
In the 1990s questions regarding the supply and fair distribution of resources 
incorporating ethical matters of utility and justice were identified as a debate of 
primary importance to palliative care units by Randall and Downie (1996). The issue 
of utility, requiring the measurement of outcomes, often quantitatively, was identified 
as posing particular problems for palliative care. Additionally, faced with the 
problems of rationing, Randall and Downie (1996) maintained that the practice of 
health care professionals must include the principle of justice in terms of treating not 
just ‘this’ patient fairly but all patients fairly. The concept of need was central to this 
difficulty due to the absence of a universal and specific end state or outcome 
identifiable in palliative care. They concluded patient need, differential likelihood of 
benefit from interventions or care, opportunity cost and prior commitment were 
morally justifiable selection criteria for specialist care. On the basis that some 
patients have complex and difficulty symptoms, whose needs are likelier to be met 
by specialists, the moral argument for providing unlimited specialist care was weak. 
This would also justify the continuous reselection of patients for such care and 
discharging some patients from services to enable access for others (Randall & 
Downie, 1996). From this perspective access to specialist care would be determined 
by how ‘complex and difficulty’ are defined and subsequently interpreted in day to 
day practice.
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A means of addressing the lack of a clear ethical framework is to focus on 
procedural justice (Daniels & Sabin, 2008). To achieve this Daniels and Sabin 
(2008) presented the accountability for reasonableness framework (A4R). The 
strength of decisions and the processes followed could be measured by four criteria. 
The first was the ‘publicity’ condition which requires that all resource allocation 
decisions are accessible to the public. All decisions would therefore need to be 
explicit. ‘Relevance’ was the second criteria, requiring that the information used 
would be that considered reasonable by fair minded people. Third was the ‘appeals’ 
condition requiring a mechanism for decisions to be challenged and finally 
‘enforcement’ by which the other three conditions were regulated. This framework is 
becoming the dominant paradigm in the field of health policy (Friedman, 2008). The 
criteria have however been challenged on the basis of not being up to the task. The 
main area of concern is related to the ability to achieve a consensus on which 
factors are morally relevant. A case study of organisational priority setting in hospital 
operational planning was examined in the context of the A4R framework by 
Friedman (2008). The four criteria were argued to be insufficient to ensure legitimate 
and fair priority setting decisions because they did not take into account the power 
differences in institutional settings. Representation at such planning meetings did 
not necessarily equate to an equal preparedness or understanding in terms of the 
information available to participants in order to make a decision. Neither did a 
presence in the process translate into having the authority to really influence 
outcomes. Tactical voting and a perception that decisions had already been made 
were evident, with a consequent belief for some participants that the process was 
simply to ratify decisions (Friedman, 2008).
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A key theme in the literature relating to the allocation of healthcare resources is the 
degree to which such decisions are explicit. The main motivation for this focus is 
that it enhances accountability and enables consultation. Increasing concern about 
the broader relationship between health care and the wider society is evident in 
discussions about declining popular trust in health systems. Trust underpins the co­
operation between different health systems that are necessary to the production of 
health. A trust based health system therefore contributes to value in society (Gilson, 
2003). Glennester (2007:97) differentiated between the types of health care 
rationing that occur in the UK. Two main types were identified, one described as 
“explicit and reasoned”, the other “inexplicit and unreasoned’. These types were 
further divided into national and local. For example NICE (2004) guidance 
constituted explicit and rational national guidance and clinical decisions constituted 
implicit and unreasoned local rationing. Over the last thirty years there has been an 
impetus to change rationing decisions from ‘inexplicit and unreasoned’ to ‘explicit 
and reasoned’ in response to government policies. The key aims were to set 
spending priorities centrally, improve equity of access to services across the 
country, secure common standards within the NHS and to ensure cost 
effectiveness.
Whilst rationing decisions have increasingly become more characterised by open 
debate, the bulk of them have remained unrecognised and not debated (Glennester, 
2007). The allocation of finite health care resources has been subject to a high level 
of attention at a national level, particularly in relation to the NHS. The debates 
surrounding access to hospice and SPC services highlight that the challenges are 
equally relevant to services outside the NHS. There appears to be a consensus that 
processes should be made more explicit in a drive for greater transparency. 
Approaches to priority setting decisions are influenced by different models of health
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care and ethical principles. Priority setting decisions occur at three different levels 
and have been highlighted as occurring more implicitly at a clinical level. It is this 
level of decision making that is the focus of interest in this study. In response to the 
many changes that have occurred in the commissioning, provision and delivery of 
SPC the Minimum Data Set (MDS) data base was established.
1.3 The Minimum Data Set
High quality and comprehensive data, regarding hospice and SPC services 
delivered in England, are collected by the National Council for Palliative Care 
(NCPC). The Minimum Data Set (MDS) reports patient activity data for SPC 
services in England, Northern Ireland and Wales, collected by an annual survey. 
The dataset originated in 1995 in association with the Hospice Information Service 
at St Christopher’s Hospice in London. A new version was produced in 2008/09 in 
response to increasing changes in commissioning and delivery of SPC (NCPC, 
2014). The current report surveyed a total of 451 hospice and SPC care provider 
organisations achieving a response rate of 66%. Data are used to support the 
implementation of national palliative and end of life care initiatives. Whilst the data 
includes services from Northern Ireland and Wales the majority of providers that 
responded, 266 out of a total of 402 were in England (NCPC, 2014); it is therefore 
the most reliable data of this type currently available for England. In the following 
sections I examine the MDS data specifically in relation to: specialist palliative care; 
community services; hospice day care and outpatient services; hospice inpatient 
units; and hospital support.
1.3.1 Specialist palliative care
Hospices aim to meet the needs of patients who experience problems which
generalist health services are not always able to meet (NICE, 2004). As a result of
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diversification, modem hospices in England now provide a range of services to 
patients with advanced disease, adopting a multidisciplinary and holistic approach. 
SPC teams may include palliative medicine consultants, palliative care nurse 
specialists and expertise within psychological and spiritual care services, 
physiotherapists, occupational therapists, dieticians, pharmacists and social workers 
(NCPC, 2012).
The large majority of SPC services provided in England, Northern Ireland and Wales 
are delivered by the independent sector. The exception to this is SPC services 
delivered in hospitals of which 87% are provided by the NHS (NCPC, 2014). 
Hospice and SPC services vary significantly, both in size and the range of services 
they offer. Care may include: pain and symptom control; psychological and social 
support; palliative rehabilitation; complementary therapies; spiritual care; financial 
and bereavement support. Patients receive care in a variety of environments 
including: community settings such as patient’s homes; residential or nursing 
homes; and purpose built hospice inpatient or day units (Help the Hospices, 2013). 
Hospice care is also available to children who receive care from designated 
hospices. These are often run independently from adult hospices and are not 
considered in this study. This expansion, and more specifically the diversification of 
hospice and SPC services, raises further issues in terms of defining exactly what 
they are and what they deliver.
1.3.2 Community services
The NCPC (2014) MDS report identified that SPC services may be delivered by 
health care professionals who visit peoples’ homes or other place of residence, such 
as residential or nursing homes, often termed a ‘home care service’. Within the MDS 
reporting there is no clear definition of what constitutes a ‘home care’ service.
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Models of service vary from region to region, some provide an advisory service and 
others deliver a higher level of practical ‘hands on’ nursing service. This may include 
clinical surveillance, physical and nursing care, education and counselling. The 
NCPC (2014) developed three definitions of community service for the purpose of 
the MDS analysis; home care, hospice at home and a combined service. Home care 
services are those with a mainly advisory role and input from Clinical Nurse 
Specialists (CNS). ‘Hospice at Home’ provides a predominantly hands on nursing 
service without CNS input and the combined services offer both. The purpose of the 
analysis was to try to distinguish between those services which were primarily 
advisory and other types of more sustained care provided in peoples’ homes. 
Notably the term hospice in this context is allied to ‘hands on’ care. Such services 
may therefore be meeting an unmet need in terms of the provision of practical care 
in people’s homes. In the context of the NICE (2004) definition of the type of 
‘complex’ need SPC services provide it is not clear whether such services are 
required due to a lack of physical resource or capacity from other providers, or 
whether it relates to the knowledge, skills or training of staff within the service. 
Within community services the majority of patients were seen by home care 
services, with a slight decrease in contacts by CNSs comparative to the previous 
year (NCPC, 2014). The majority of SPC services currently provided in the 
community appear to be advisory in nature, highlighting that other types of services 
are required to support patients in those settings.
1.3.3 Hospice day care units and outpatient services
Day care services are defined by the NCPC (2014) as services provided by 
hospices where patients attend over the day (or half-day) for the purpose of social 
interaction, therapeutic activities, and medical treatments, or to provide respite for 
their carers’. Practices vary widely with different units placing a different emphasis
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on the social or medical aspects of such care and the average length of attendance 
during 2012/13 was six months (NCP, 2014).
Outpatient services are also provided by some hospices and were distinguished 
from day care services in the MDS. This type of service was described as an 
administrative arrangement which facilitates patients seeing a health care 
professional for consultation, investigation or a minor treatment. Clinics were 
provided by 66% of the responding services and were run by doctors, nurses and 
complementary therapists (NCPC, 2014).
1.3.4 Hospice inpatient units
Hospice inpatient units are purpose built buildings which provide beds to which 
patients can be admitted. In 2012/13 there were on average 5.7 hospice inpatient 
beds per 1000 deaths in England (NCPC, 2014). Significant variations were evident 
when the figures were analysed by region ranging from 3.9 beds per 1000 deaths in 
the East Midlands to 7.1 beds per 1000 deaths in the South East Coast region. 
When analysed by setting, inpatient units in England provided care to thirteen 
percent of all patients utilising SPC services. Inpatient units therefore represent a 
relatively small proportion of all the hospice and SPC delivered in England with the 
highest proportion of SPC delivered in community or hospital settings (NCPC, 
2014).
The MDS data defined the term inpatient in several ways, an ‘ordinary’ inpatient who 
stays one night or more, a ‘day’ inpatient who occupies a bed for a day but does not 
stay overnight and a ‘regular’ inpatient admitted for a planned series of short stays 
(NCPC, 2014). The survey however provided no data regarding the reasons why 
patients were admitted to inpatient units. No nationalised hospice and SPC inpatient
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admission criteria were available. The NCPC (2011) review of specialist palliative 
care inpatient admission criteria highlighted that, due to the voluntary status of most 
hospices in England, service provision can vary from one organisation to another. 
However the lack of clear criteria for inpatient admission was identified as 
problematic. Hospices were reported as likely to provide the following services: .
• Symptom control including medical, social, spiritual and psychological
• Specific interventions
• Rehabilitation
• Terminal care
• Respite (to varying levels depending on the sen/ice model and funding
arrangements) (NCPC, 2011:4)
The NCPC (2011 ) review however failed to define these terms. From the description
provided for ‘symptom control' it is clear that the delivery of this service is achieved
with the involvement of doctors, social workers, chaplains and counsellors. Neither
this review, nor any of the other descriptions of inpatient services make any mention
or reference to the role of nursing care within hospice services. In addition to not
providing a comprehensive definition of each type of service, it was not clear from
the review what data was used as a basis for the list of hospice inpatient services
provided. The category of specific interventions is also not described however data
from one MDS report (NCPC, 2012:4) identified four interventions that were
performed in inpatient units in 2011/2012: “blood transfusion, blockade,
paracentesis and infusionai therapy”. The term blockade is not defined but may refer
to some form of nerve block procedure performed to relieve pain. The term
paracentesis refers to the drainage of a fluid collection from the abdomen. Infusionai
therapy likely refers to some form of intravenous drug administration. There are
however different forms of drug infusion so identifying which type of infusions the
term refers to, is not possible given the lack of information. Other than the data on
specific interventions the MDS report on patient activity (NCPC, 2012) did not
examine specific types of inpatient service provision further. The data currently
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available are very informative in terms of increasing understanding of the use of 
hospice inpatient beds but have limitations in terms of informing more specifically on 
why or for what purpose inpatient beds were used.
1.3.5 Hospital support
The introduction of specialist palliative care teams working in acute hospitals is also 
advocated as a means of improving the quality of care for the dying in those settings 
(DH (E), 2008). For those patients admitted to a hospital, care is available from SPC 
hospital support teams. These teams, unlike the majority of other services 
described, which are independently managed, are predominantly delivered and 
managed by the NHS. The services provide “specialist patient care requiring 
particular expertise, such as symptom control expertise” and advice, support, 
education and consultancy (NCPC, 2014:40). These types of services are more 
clearly differentiated as the provision of special knowledge and skills rather than 
‘hands on’ care which is evident in those provided by community services. 
Interestingly the description of this type of service does not mention the word 
hospice. Though the term ‘hospice at home' is used ‘hospice in hospital' is not. On 
this evidence the use of the terms hospice care and SPC, though often used 
synonymously, are in practice not necessarily one and the same thing. Whilst 
hospices are reported to deliver SPC in a variety of settings, SPC is delivered in 
places other than hospices by healthcare professionals not employed by hospices. It 
is notable that the greatest increase in access to SPC services for people with non- 
malignant disease has occurred in NHS hospital based SPC teams (NCPC, 2014). 
The provision of end of life care in the hospital setting has however been argued to 
be an illustration of the inappropriate use of resources in the current health and 
social care model in the NHS (The Kings Fund, 2012a).
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1.3.6 Summary
The variety of settings in which hospice and SPC services are delivered requires 
that they be considered in the context of other health and social care provision. 
Whilst the NCPC data sets provide useful information regarding the use of SPC 
services they do not reflect the significant use of all the other health services 
required to support patients with advanced progressive disease. The lack of 
information regarding the use of other care services by people approaching the end 
of life prompted the NEoLCIN to commission a report to create and analyse a linked 
health and social care dataset in England. The report identified that social care 
forms a major element in the care provided to people in the last 12 months of life, 
yet little data existed regarding its utilisation. People who died were found to be 
many times more likely to use social care than those who did not die (Georghiou et 
a i, 2012).
In England the End of Life Care (EoLC) strategy was published in 2008 and aimed 
to ensure that for patients services would be: “well planned and coordinated 
ensuring you have access to the care you need when you need it, irrespective of 
your condition or the setting in which you are being cared for...” (DH (E), 2008:18). 
The strategy indicated that the provision of hospice and SPC would involve and rely 
upon effective working relationships between a number of health and social care 
providers. The nature and availability of a variety of local services would therefore 
impact on the type and number of referrals to a hospice (NCPC, 2011). This is 
significant in the context of criticism of the wider national health and social care 
model in England being outmoded, due to the separation of primary care services 
and hospital services and between health and social care. The structure inhibits the 
delivery of high quality, timely integrated care to people who need to access a range
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of services (Kings Fund, 2012a).
1.4 Equity of access to hospice and specialist palliative care services
Having largely developed outside the NHS, hospice services commonly evolved as 
a result of local fundraising efforts, with a consequent variation in the type and level 
of services available geographically. Equity of access to such services has been a 
long standing issue (Addington-Hall, 2008). The variety of environments in which 
SPC is now delivered reflects efforts made to apply the principles of hospice care in 
other settings (Clark, 2008). From its origins, as a model for cancer care, concerns 
grew regarding equity of access for patients with non-malignant disease who may 
benefit from SPC and the realisation that services would need to be developed more 
widely: “Palliative care must not be something only specialised teams, palliative care 
services or hospices offer... it should be an integral part o f care and take place in 
any setting” (WHO, 2004:14). It was increasingly recognised that access to such 
care should be on the basis of need in terms of symptoms and problems rather than 
on diagnosis. This impetus for increased integration into mainstream health services 
resulted in palliative care services being subject to forces for expansion, to 
incorporate earlier stages of disease and increase access to those with non- 
malignant disease (Clark, 2008).
The argument for increased integration into mainstream services on the grounds of
equity was predated by James and Field’s (1992) proposition that such a transition
was inevitable. They pointed to the narrow focus of early modern hospice care,
synonymous with the holistic care of people dying from cancer, as a possible
strength not a weakness. Concentrating on a narrow but well defined area of
practice had enabled the development of highly specialised skills, particularly in the
management of physical symptoms. Using Weber’s concept of charisma they
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argued that, originating from a reformist and oppositional stance to the care of the 
dying in mainstream health care, hospices were becoming increasingly subject to 
mainstream influences. From a starting point of charismatic leadership, principally 
led by Dame Cicely Saunders, the early modern hospice was both creative and 
disruptive in character. When subject to everyday demands however a process of 
‘routinization’ through bureaucracy occurred. For hospice care, integration into 
mainstream services raised issues of “bureaucratization; the reprofessionalization of 
terminal care; evaluation and audit; and the financing and resourcing of hospice 
care” (James & Field, 1992:1368). Reintegration, it was proposed, would result in 
the original hospice ideals being subverted as the mainstream biomedical focus on 
physical interventions and professional dominance were reasserted (James & Field, 
1992). Alternately the expansion and variation of hospice services witnessed since 
the inception of the first modern inpatient hospices could be seen as evidence of 
their success. The hospice movement may be viewed as having expanded and 
adapted in ways which retained its original philosophy, and successfully influenced 
mainstream healthcare services (Clark & Seymour, 1999).
Formalised integration of the hospice care philosophy into the mainstream was 
clearly evident in England with the publication of the EoLC strategy (DH (E), 2008). 
Heralded as the first comprehensive framework aimed at promoting high quality care 
for all adults approaching the end of life, the vision was to improve the quality of 
care for all dying patients, regardless of diagnosis. More people were identified as 
dying in hospitals than in their own homes, as a society death was not discussed 
openly, and characteristics of what many would consider constituted ‘a good death’ 
were identified (the concept of a good death is addressed in more detail in Chapter
2). In addition to effective pain and symptom control, the strategy recommended that 
people be treated with respect and dignity and enabled to die in familiar
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surroundings in the company of family or friends. Based on Clark and Seymour’s 
(1999) argument this could be interpreted as success in terms of proven ability of 
hospice care to influence the mainstream. The very need for the EoLC strategy 
however was due to many people, with a variety of conditions, being identified as 
ending their life with distressing symptoms whilst not receiving the dignity and 
respect they deserved. Voluntary hospices were viewed as beacons of excellence in 
end of life care and their contribution needed to be recognised. The challenge to be 
addressed was how to: “bring the expertise in specialist paiiiative care that has been 
developed for cancer patients to ail patients who may need it” (DH (E), 2008:97).
Despite the rapid expansion of hospice services and apparent increased integration, 
over several decades, the original hospice philosophy was either not available to, or 
insufficiently influential in the care of all dying people in England. This might be 
interpreted as evidence supporting James and Field’s (1992) view that original 
hospice values had been subverted by integration and consequent ‘routinization’. 
Alternately it may be argued that those values have yet to be sufficiently integrated. 
Polarised debate on routinization and medicalization is identified as of little value 
however, what is required is empirical evidence, which might reveal “compiex 
institutionai and professional processes at work” (Clark & Seymour, 1999:124).
Equity of access to palliative care services is therefore a major issue and central to 
the EoLC strategy in England (DH (E), 2008). To support this work the National End 
of Life Care Intelligence Network (NEoLCIN) was commissioned in 2010 to collect 
data relating to where, how and why people in England die and document what 
services are available to support them. The network identified that inequalities in 
access to palliative or end of life care are not confined to diagnosis but may exist in 
relation to age, ethnicity, culture, sexuality and place of death.
39
1.4.1 Diagnosis
The most marked inequality in access to end of life care has been between those 
with a cancer and non-cancer diagnosis (DH (E), 2008). The NEoLCIN (2010) 
carried out the first comprehensive overview, for England, of variations in place of 
death by geography, demography and the main cause of death. Most deaths that 
occurred in hospices in 2005 to 2007 were due to cancer, with very few from 
cardiovascular, respiratory or other causes. A review of progress in terms of the 
aims of the EoLC strategy (DH (E), 2008) reported the percentage of people with 
diagnoses other than cancer had increased in all SPC settings (NEoLCIN, 2012). 
Compared to other types of SPC provision however, inpatient units demonstrated 
the smallest increase in the number of patients cared for with diagnoses other than 
cancer since 1997/98. Of the new referrals to hospice inpatient units in 2012/2013, 
12% had a non cancer diagnosis, representing an increase from three percent 
(NCPC, 2014).
In the current MDS report, representation of people with a non-cancer diagnosis in 
hospice inpatient units remains poor in comparison with that found in other types of 
SPC service (NCPC, 2014). Hospital and outpatient settings showed the most 
striking increases, where one fifth of patients referred had a non-cancer diagnosis. 
Day hospice and community services showed a steady increase. The MDS report 
identified a need to explore why the proportion of patients with other diagnoses is 
greater in day care units than inpatient units (NCPC, 2014).
The challenge associated with extending SPC services to patients’ with non- 
malignant disease was insightfully predicted by Field and Addington-Hall (1999) 
over a decade ago. A fifth of patients who died with non-malignant disease had
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unmet specialist palliative care needs. Elkington et al. (2005) also found patients 
dying of Chronic Obstructive Pulmonary Disease (COPD) experienced similar 
symptoms to those dying of cancer. The ongoing exclusion of patients based on a 
non-malignant diagnosis was however evident in a survey of adult SPC services in 
England, where it was identified that one in ten would not accept referrals for dying 
patients with a diagnosis of heart failure (Gibbs et al., 2006). For Field and 
Addington-Hall (1999) the evidence of SPC need in dying patients was convincing, 
but less so for people living with the disease. A key issue was the difficulty in 
differentiating between a person living with or dying from their disease. The difficulty 
in predicting a prognosis in those with non-malignant conditions meant they would 
not be deemed suitable until they were ‘terminal’. This presented a risk of bed 
blocking by patients with non-malignant disease surviving for longer than expected. 
Field and Addington- Hall (1999) pointed out that it would be less problematic if SPC 
services had clearer goals, and solutions such as shorter admissions and 
consideration of discharging patients once problems within the remit of SPC were 
resolved.
Statistically both solutions may have been embraced by SPC services. The MDS 
survey data showed that the mean length of inpatient hospice stay in 2012-2013 
was 14.4 days. Of all inpatient admissions, 45% ended in discharge to another care 
setting (NCPC, 2014). The EoLC strategy (DH (E), 2008) reported no planned major 
expansion of the number of hospice beds available nationwide, however figures 
from the NCPC (2012) showed the average number of inpatient beds per unit had 
increased from 14.7 in 2010/11 to 15.6 in 2011/12. This represented a reversal of an 
overall reduction in the preceding 12 years. It was also anticipated that the case mix 
of patients cared for by hospices would change, so that care would be delivered on 
the basis of need, not diagnosis but that this change would only occur over time (DH
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(E), 2008).
From its inception hospice care was not developed with a view to excluding patients 
with non-cancer diagnoses, the hope had been that other medical specialties would 
develop services specifically for their population of dying patients (Addington-Hall, 
2008). National framework guidelines for the care of people with non-malignant 
conditions such as long term neurological conditions (DH (E), 2005a) and kidney 
disease (DH (E), 2005b) do incorporate end of life care planning. They 
predominantly address this however in terms of those teams accessing existing 
palliative care services and advice as required. In the EoLC (DH (E), 2008) strategy 
it is also advocated that a hospice model is used in the care of patients, regardless 
of diagnosis or care environment. Strategies to facilitate this included the local 
adoption and development of end of life care models. These included; the Gold 
Standards Framework (GSF) a tool aimed at facilitating improved communication, 
co-ordination and delivery of palliative care in primary care settings (Thomas, 2003), 
The Liverpool Care Pathway (LCP) an integrated care pathway for the dying person 
(Ellershaw & Wilkinson, 2003) and Preferred Priorities for Care (DH (E), 2008)
End of life care pathways such as the LCP were promoted as a means of enabling 
generalist healthcare providers to deliver high quality care in the last few hours or 
days of a person’s life, in any setting (DH (E), 2008). A lack of evidence for the use 
of such pathways in different settings was however highlighted, belying the 
complicated decision making involved (Watts, 2012). This concern has been bome 
out by the report of an independent review of the LCP (DH (E), 2013c). The review 
raised serious concerns about some of the care provided to dying patients placed on 
the pathway. Themes included a lack of openness from clinical staff, a lack of 
compassion and the need for improved skills and competencies in care of the dying.
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The requirements for professionals working in the field of end of life care to have 
excellent communication skills, as well as substantial clinical skills and technical 
knowledge, was a focus of the report (DH (E), 2013c) It was also highlighted that 
independent prospective testing of the pathway had not been conducted, despite ten 
years having passed since its dissemination. Fully independent assessments of end 
of life care in England have been called for which include the outcomes and 
experience of patients as well as the biology and experience of dying (DH (E), 
2013c).
The historical, narrow focus of hospice care developed for patients with a cancer 
diagnosis may therefore present limitations. The applicability of a model of care 
developed for one population of people may not be transferable to those either with 
other types of disease or those being cared for in settings other than hospices. The 
degree of transferability has yet to be investigated adequately.
1.4.2 Age related inequity of access
People aged under 75 years have disproportionately higher access to palliative care 
services than those aged over 85 years. In the 75 and over age groups in 2006- 
2008, 3.1% of deaths were in hospices, this proportion decreased with increasing 
age. The age group with the highest proportion of deaths as a total for all hospice 
deaths were females aged under 65years (NEoLCIN, 2010). Utilisation of hospice 
and SPC services is greatest in the 65 to 84 age group (NCPC, 2014). The 
increased likelihood of older people suffering with multiple co-morbidities may mean 
this group are disproportionately affected by the inequity of access to hospice care 
based on diagnosis (Addington-Hall, 2008). Utilisation of hospice services by 
younger adults is also lower than that of middle aged people (NCPC, 2014). 
Differences are also evident in data on place of death with greater numbers of
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people in young adulthood or middle age dying at home whilst home death rates are 
highest in those aged 85 years or over (DH (E), 2008).
1.4.3 Ethnicity and Cuiture
The numbers of people from Black, Asian and Minority Ethic (BAME) groups in 
England is rising, in 2011 representing a fifth of the population (Calanzani et al., 
2013). Population projections predict this growth will continue and people from 
BAME groups will represent a larger proportion of the population of older people. 
The current MDS report showed that SPC services are predominantly utilised by 
people identified as of white ethnicity with only 14% of this population described as 
non-white (NCPC, 2014). An Equality Impact Assessment (EqlA) was published 
alongside the EoLC strategy. This aimed to address such issues and as a result a 
guide to planning future care in six different languages was published (DH (E), 
2012). There is evidence of unmet need and disparities in both access to and 
receipt of palliative and EoLC for this population and the need for further research to 
assess the effectiveness of interventions designed to improve care has been 
identified (Calanzani et al., 2013). This was recognised in the MDS report and the 
NCPC (2014) identified that data collection reporting ethnicity needed to be 
improved to support palliative care service access for ethnic minority groups.
In addition to the BAME population, palliative care services have been criticised for 
being slow in extending their services to other social groups. These groups include 
the poor, seriously mentally ill, those with learning disabilities and the homeless 
(Koffman & Camps, 2008). Data relating to these groups or issues encountered by 
them is not however available in the NCPC (2014) MDS survey. However the 
NEoLIN promotes the collection of local population data to inform the commissioning 
of local services and the publication of culturally appropriate information for different
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social groups. One initiative indicating progress in this regard is the publication of a 
guide to achieving quality end of life care for lesbian, gay and transgender people 
(DH (E), 2012).
1.4.4 Place of death
Assessing the preferences of dying patients in terms of place of death is not a new 
consideration for clinicians in hospice and palliative care. Place of death, and the 
quality of care available at the time of death were highlighted as important 
considerations for both patients and relatives several decades ago (Townsend et al., 
1990). The principle of identifying patient preferences has more recently been 
embodied as a guiding principle in planning care in the EoLC strategy. This requires 
identification of those approaching the end of life in order to plan, co-ordinate and 
deliver high quality services in all locations (DH (E), 2008). Home is the preferred 
place of care and death for many people, whilst hospice and SPC units are the 
second most common preference (Gomes et al., 2011). Consideration has been 
given to the assessment of patient preferences in relation to medical treatment 
decisions by the Kings Fund (2012b) which criticised erroneous assumptions that 
diagnosing a patient’s preferences is simple, when in reality it is a problematic 
process. It is now clearly recognised that patient preferences: “are constructed 
slowly, through a process of becoming informed, thinking through options, and 
deliberating with others” (The Kings Fund, 2012b:32). For patients approaching the 
end of life, the assessment of preferences for care or place of death therefore 
involves several issues. It requires the timely provision of information in order for the 
person to be fully informed, and time and space to think through their options in the 
face of the consequences of an advanced progressive disease.
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In response to a commitment in the EoLC strategy (DH (E), 2008) in 2012 a national 
survey of bereaved relatives was conducted by the Office for National Statistics 
(ONS, 2012). There were 22,292 responses, a 45.7% response rate. The highest 
proportion of respondents who rated ‘outstanding’, for overall quality of care, were 
those patients who had died in a hospice or at home. In rating of quality of care by 
setting, hospice was rated ‘excellent’ or ‘good’ by 92% of respondents. Hospices 
were rated the highest in terms of staff showing patients dignity and respect. Such 
figures confirm the value of the developments in hospice care to those who can 
access them (DH (E), 2012a). Fundamental debates however continue regarding 
issues of access to those services and the type of care delivered within them. As a 
consequence cultural tensions and boundary issues are demonstrated in the 
literature, both in terms of professional relationships within palliative care, and with 
those outside it (Payne et al., 2008).
1.4.5 Global development of hospice care
Issues on equity of access to hospice services are not confined to England. From its 
beginnings the hospice movement has also expanded rapidly internationally (Clark, 
2008). Levels of palliative care provision have been mapped globally with countries 
classified into four groups. Countries were classified as group one if there was no 
known hospice-palliative care activity identified. Group two countries showed 
evidence of capacity building activity, such as initiatives designed to develop 
services, though none had been established. Group three was subdivided to include 
those countries with isolated provision and those with generalised provision. The 
group four countries, also subdivided, included those countries at a stage of 
preliminary integration with the mainstream healthcare service and those with 
advanced integration (Clark, 2008). The UK was categorised in group 4b, a stage of 
advanced integration. In 2011 136 (58% of countries globally) had established one
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or more hospice-palliative care services, an increase of nine percent from 2006 
(World Palliative Care Alliance (WPCA), 2011).
Though largely inspired and modelled on the hospice movement in the UK the 
services developed in other countries face a variety of different challenges. In the 
Middle East, for example, barriers to service development include; lack of 
awareness of the need for palliative care, lack of funding and government support, 
and education. Some areas struggled with military and political conflict (Bingley & 
Clark, 2009). A multi-method review of provision in Africa identified that, despite 
increasing interest in developing services, provision remained piecemeal and poor in 
most African countries. The services that did exist were run by nongovernmental 
organisations. Furthermore, a need for sensitivity was identified in adopting Western 
models of hospice and palliative care in African countries (Clark et al., 2007). 
McGrath (2010) elucidates the point in her discussion of the divergent perspectives 
of health and illness between the Anglo-Australian and Aboriginal Australian 
populations. Significant cultural differences, particularly in the way each group deals 
with death presented challenges for the delivery of palliative care in the country.
Equity of access to hospice and SPC services raises many issues both in England 
and internationally. The issues relate not just to the volume and physical availability 
of those services to a large and diverse population. The nature of the origins of the 
English model of hospice care raises many issues in respect of the applicability of 
that model to different settings and patient populations.
1.5 The challenge of epidemiological and demographic change
In addition to addressing existing inequities in access to hospice and SPC services
major challenges are predicted in the future. Central to these is the need to address
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the epidemiological and demographic changes occurring globally, identified by WHO 
(2004) as: population ageing; the changing pattern of disease; and the changing 
social structure.
1.5.1 Population ageing
Increased life expectancy of populations of Europe and North America has resulted 
in an ageing population. Greater numbers of people are living beyond 65 years and 
into very old age. The need for policy makers to plan for meeting the needs of an 
ageing population approaching the end of life has been highlighted. This would 
require the concepts of palliative care to be developed to meet the needs of this 
population and those of younger people and children with life threatening illness 
(WHO, 2004). Such changes in age distribution are evident in England, which has a 
growing population, an increasing proportion of whom are of pensionable age and 
this trend is predicted to continue. Projections predict that by 2030 the number of 
people aged over 65 years will be 51% greater than in 2010, and the number of 
those aged over 85 years will be 101% greater than in 2010 (House of Lords, 2013). 
Recent data also demonstrate an increasing number of deaths in people aged 85 
years and over, and a trend of decreasing deaths in the population aged 65 to 84 
years (NEoLCIN, 2013). A concurrent rise in demand for, and use of, health services 
has also been highlighted. Whilst life expectancy has increased for both men and 
women there has been an increase in the number of years spent in ill health, though 
there is no consensus on whether morbidity is likely to increase or decrease in 
future (Kings Fund, 2012a).
1.5.2 Changing pattern of disease
Advances in medical technology have delivered significant benefits in terms of 
reducing deaths from infectious and other diseases (OECD, 2012). Previously life
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threatening conditions, such as heart disease and cancer, have increasingly 
become long term conditions. Though premature deaths have reduced, the 
morbidity and disability associated with these types of conditions has increased, as 
has the number of older people developing dementia (Kings Fund, 2012a). As 
people age they are at risk of developing, not just one chronic condition but 
potentially several, making it difficult to diagnose which disease process is the main 
cause of death (Davies & Higginson, 2004). Providing care for people with long term 
conditions accounted for 70% of the total amount spent on health and social care in 
England in 2010, therefore increasing prevalence of this type of disease burden is 
associated with increased costs (DH (E), 2010).
In the 1960s health systems were geared toward preventing and treating acute 
illness. The focus was the delivery of acute care for single episodes, with an 
anticipation of cure, training and resources thus being targeted on hospital care. 
Health care systems globally have been criticised for being slow to adapt to the 
changing patterns of disease in populations as the prevalence of chronic illness has 
increased (OECD, 2012). A Select Committee on Public Service and Demographic 
Change Report, focused primarily on England, stated that the Government and 
society were “woefully underprepared' to meet the needs of a rapidly ageing 
population. It concluded: “England has an inappropriate model o f health and social 
care to cope with a changing pattern o f ill health from an ageing population” (House 
of Lords, 2013:8).
1.5.3 Changing social structure
Change in the social structure of a population also presents challenges for the 
delivery of health care. Families are now smaller, with fewer children, tend to be 
more geographically dispersed and therefore less able to provide practical support
49
to older family members (WHO, 2004). Sharing of responsibility for social care 
between individuals and the state has been recommended. Many people do not 
however have families to provide care. Both social care and the NHS will need to 
transform to deal with the very large anticipated increase in demand for services in 
future due to predicted demographic changes (House of Lords, 2013).
1.6 The origin and relevance of the research topic
A personal interest in hospice inpatient admission originated from my work as a 
registered nurse. Since qualifying in 1984 I have worked in the general hospital and 
also in the community and hospice settings. I first became aware of the practical 
issues around admitting a patient to a hospice when working as a district nurse 
requesting admission for patients. Whilst on the whole this was not problematic, 
some occasions were characterised by immense relief at a sense of having 
achieved admission for a patient. Other occasions resulted in considerable 
frustration when a patient was declined admission or died before they could be 
admitted. Such experiences created a particular interest in the palliative care 
specialty. The outcome was an active decision to work in the field of specialist 
palliative care nursing. Leaving the world of general nursing I went to work in a 
hospice inpatient unit and have since worked both as a hospice community nurse, 
and a palliative care nurse in an acute hospital.
Experience in all of these settings fuelled my interest in the hospice admission
process and my roles involved seeing the process from a variety of perspectives.
For example as a district nurse I would request admission for patients. As a hospice
community palliative care nurse I would make requests, or was involved in
discussions with patients, district nurses or GPs wishing to make requests. Working
in a hospice also involved being part of the multidisciplinary team making decisions
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on how to manage admission requests and arranging admissions. I found these 
situations challenging, both professionally and personally, for a variety of reasons. 
The primary reason was a lack of confidence about making the best decisions on 
behalf of the patients. Nurse training had taught me that practice should be evidence 
based so I searched for evidence to inform my practice. Very little information was 
available relating to hospice admission practices generally, and none was found 
which specifically explained how such decisions were made.
The choice presented to me was to continue practising without fully understanding 
the rationale or seeking out some evidence to guide my practice. Based on the 
belief that understanding how and why finite resources such as hospice beds were 
utilised was important I chose to investigate this as the subject of my MSc 
dissertation. Undertaking the MSc was a choice and not a requirement for my job, 
this revealed it was a subject of high interest to me personally. Approaching the field 
of research without any presuppositions was therefore impossible. Experience led 
me to the conclusion that hospice admission practices appeared inconsistent at 
times. The rationale for accepting one request and not another was not always 
clear. As an observer it was not obvious what the decisions were based on or why. 
As a participant in such decisions it was not clear what I should be basing my 
decisions on or how I would justify certain decisions if asked to do so.
Requests for patient admission would frequently exceed the number of beds 
available, resulting in a waiting list. Decisions would therefore need to be made 
regarding which patients should take priority. I was interested in how or why one 
patient was judged to be a higher priority for admission than another, and on what 
information or values those decisions were based. There was also an emotional 
element to the experience which included frustration, and at times a sense of
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injustice on behalf of some patients. These were fundamentally ethical dilemmas 
around justice and fairness and that is why I considered them to be important. The 
broad area of interest was the issue of access to the limited number of hospice 
inpatient beds available in England. The specific interest was the clinical outcomes 
of hospice admission processes, how decisions were made and who actually made 
them. Completion of my MSc study provided a greater insight into the hospice 
admission process. It revealed the challenging nature of hospice admission 
practices and identified the need for further exploration of the issues involved. The 
small ethnographic study served as a pilot for the study presented in this thesis 
(Eagle, 2002).
1.7 Relevance of the study
Modern hospice care has undergone significant change since its beginnings only a 
few decades ago. It has been suggested in the literature that the rapid expansion 
and diversification of services is indicative of a successful movement increasingly 
able to positively influence mainstream health care culture to improve clinical 
outcomes for the dying person. Conversely it has been argued that the very process 
of integration has compromised the essential ethos of hospice care. Assessing the 
impact and influence of developments to date, and the potential challenges hospices 
face in the future requires an examination of what occurs in clinical practice. The 
need to understand current care provision and changing cultures in health care has 
been identified as an area where significant research opportunities exist (DH (E), 
2008).
From a clinical perspective priority setting decisions can be emotionally and ethically
challenging. Clinicians need to know that the decisions they make, or contribute to,
as part of a multidisciplinary team, are reasoned, ethically sound and evidence
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based. Organisationally hospices historically originated and functioned 
independently from mainstream health care services. Much of the funding has come 
from donations from the general public, who, for particular reasons or beliefs have 
given, and continue to give, time and funding, very generously to hospices. The 
nature of services provided by hospices are therefore of interest to the general 
public who donate this time and money. Hospice teams are ethically accountable to 
those who donate, and others who provide funding, for utilising that resource 
effectively.
The issues also have relevance outside the hospice and SPC specialty, where 
clinicians are required to make decisions on health care delivery and allocation at 
both macro and micro levels. It has been suggested that resource allocation 
decisions taken at a national level are well documented and understood (Klein, 
2010). What happens at a regional level is less clear and very little is known about 
what happens at the coal face, in the words of Klein (2010:390): “the known 
unknowns multiply as we descend the decision-making ladded’. The rapid 
development of new and costly medical and health care interventions is not being 
matched by an unlimited flow of finance to pay for them. It is necessary to 
understand what influences health care provision and outcomes for patients in the 
context of current and future demographic change, the developments in health care 
and the economic climate.
1.8 Rationale for the chosen research approach and methodology
The design of the study was directed by the belief that an understanding of the
factors influencing the process would best be achieved by observing the actions and
interactions of those involved. An ethnographic approach was selected because its
purpose is to provide an in-depth description of the culture or sub-culture of a group,
53
(Dempsey & Dempsey, 2000). The approach was appropriate because the aim was 
to understand how hospice inpatient admission is viewed from the perspective of 
those involved. Central to ethnography is a naturalistic approach which aims to 
describe true to life depictions of social worlds as they naturally occur (Holstein & 
Gubrium, 2008).
Clinical experience had led me to the belief that whatever influenced the admission
process was not static. The history of both hospice and mainstream healthcare care
at a macro level shows how services can expand, diversify and change form or
structure. What is less clear is how and why such change occurs, how it influences
the nature of the care provided and its impact on clinical outcomes for patients. The
study design was therefore based on the belief that the process was not a fixed
entity amenable to simple description or explanation. It appeared to be dynamic and
subject to change. Such transformation over time may be explained by Social
Constructionism, an approach to research which proposes that:
“meanings are constructed and reconstructed through people’s histories 
in interacting with each other: how people experience the world and 
make sense of it is primarily the product o f socio-cuiturai processes.”
(Lock & Strong, 2010:2).
The origin of social constructionism needs to be considered in the context of 
‘philosophical foundationalism’ (Weinberg, 2008). Constructionism, has from some 
perspectives, been presented as the antithesis of the intellectual philosophical 
tradition, driven by the desire to devise logical or scientifically irrefutable ground 
rules for the production of all valid knowledge. Central to this debate are issues 
regarding realism and antirealism and objectivity and truth (Nightingale & Cromby, 
2002).
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The history of social constructionism can be presented in the context of three waves 
of development (Hruby, 2001). The first wave was the development of the ‘sociology 
of knowledge’ whereby historical forces were replaced by sociocultural forces as 
central determining factors in human knowledge and behaviour. This was followed 
by a second postmodern wave of social constructionism based on the work of 
Kenneth Gergen, a social psychologist. This work was characterised by a move 
from a sociological analysis of knowledge production to the claim that all knowledge 
is a social construct and nothing but a construct. A third potential wave was 
identified as incorporating a move toward ‘new realism’ or naturalism proponents of 
which acknowledge a “coherent and dependably consistent reality” (Hruby, 
2001:57). The heart of the debate. Nightingale and Cromby (2002) suggest, is 
whether there exists a reality external to our representations of it versus the belief 
that there are no grounds for investigating a reality independent of the knower.
Berger and Luckmann’s (1966) seminal work on the social construction of reality 
extended the sociology of knowledge by applying it beyond an intellectual level to 
how knowledge and meaning constructs the ‘reality’ of peoples’ daily lives. An 
example of which was the location of ‘death’ in an individual’s biography. The 
legitimation of death was viewed as an example of the manifestation of a symbolic 
universe which functions “to enable the individual to go on living in society after the 
death of significant others and to anticipate his own death with, at the very least, 
terror sufficiently mitigated so as not to paralyse the continued performance o f the 
routines of everyday life” (Berger & Luckmann, 1966:119). Symbolic universes 
thereby protect individuals from the horrors of daily life. My aim in studying hospice 
admission processes was to achieve a better understanding of, not only what 
happens in this aspect of everyday clinical practice, but also how it happens, a 
social constructionist perspective was therefore appropriate.
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1.9 Summary
Hospices inpatient units are one form of SPC provision. SPC is however delivered in 
a number of settings and a variety of service models have developed since the 
building of the first ‘modern’ hospice. This rapid growth has included diversification 
of services in an attempt to address issues around equity of access and generally 
improve the standard of care available to the wider population of dying people. 
These demands are predicted to continue to grow in terms of predicted 
epidemiological and demographic changes in England. There has, and continues to 
be, debate regarding the nature of hospice and SPC services both in terms of why 
they have developed in this way and the impact on the original ethos of the hospice 
movement.
The area of interest for the study was the provision of inpatient services, specifically 
the process by which patients are selected for admission to hospice inpatient units. 
Developed from personal experience of working in the hospice setting and being 
involved in the process of admitting patients it was prompted by a need to better 
understand the process from the perspective of those working in hospices on a daily 
basis. The study aimed to examine both what occurred in the admission process 
and how, from a social constructionist perspective this clinical activity was produced 
and managed. In chapter two the literature on hospice inpatient services and wider 
SPC provision is reviewed and discussed.
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CHAPTER 2. LITERATURE REVIEW
2.1 Introduction
The literature review chapter begins with an outline of the strategies adopted to 
search the literature and measures taken to ensure that the review was systematic 
and comprehensive. In the first section of the review key ethnographic studies that 
have contributed to an understanding of hospice culture are discussed. Although not 
all were conducted in English hospices they provide a unique insight into hospice 
practice and culture. The studies have been conducted over a time scale now 
measured in decades, which is significant given the rapid development of hospice 
services as discussed in chapter one. Acknowledging the potential influence of the 
passage of time they remain a valuable resource in terms of the insights they have 
provided into hospice culture and practice, both individually and as a collective body 
of work.
The second section of the literature review focuses on hospice admission. The 
themes relating to hospice admission practices are presented using two broad 
headings: patient specific factors; and service specific factors. Under patient specific 
factors I address: reasons for admission; diagnosis; age factors; social situations; 
and patient choice and preferences. Under service specific factors I consider; 
geographic access and availability of hospice beds; admission and referral process; 
admission categories or labels; length of stay and reasons not to admit; moral 
beliefs and judgements; and decision making and priority setting in practice. 
Consideration is given to the various methodological approaches that have 
contributed to the research in the field and the strengths and limitations of the
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studies. The chapter ends by summarising the gaps in understanding of hospice 
inpatient admission which informed the study aim and objectives.
2.2 Background to the literature review
The need for evidence-based practice in health care has resulted in a rapidly 
expanding body of research literature. This volume is potentially greater for those 
interested in research relating to both the medical sciences and social sciences 
(Hawker et al, 2002). Since the inception of the modern hospice movement a vast 
body of literature has developed contributed to by a range of professional groups. 
Literature types include empirical studies, theory development, expert opinion and 
policy related documents.
A number of approaches to reviewing health care literature have been developed
including meta-analysis, systematic reviews, qualitative and integrative reviews.
Both meta-analysis and systematic reviews combine the evidence from multiple
primary studies incorporating statistical or quasi-statistical methods (Whittemore &
KnafI, 2005). Historically different types of evidence have been viewed as mutually
exclusive, however an approach that allows for the inclusion of diverse
methodologies is an integrative literature review. An integrative review allows for the
inclusion of experimental and non-experimental research but also facilitates the use
of theoretical data with empirical findings (Whittemore & KnafI, 2005). This type of
review was therefore considered the most appropriate approach to examine the
extant literature. Whilst the value of such an approach can contribute to the
presentation of varied perspectives on the area of interest the inherent complexity of
combining such diverse methodologies can result in a lack of rigour (Whittemore &
KnafI, 2005) however, whichever approach is adopted, when searching literature the
process needs to be systematic (Aveyard, 2010).
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The purpose of a literature review is summarised by Russell (2005:9) as answering 
the following questions in relation to a specific area of interest; “(1) What is known? 
(2) What is the quality o f what is known? (3) What should be known? (4) What Is the 
next step for research or practice?” The focus of the review presented in this chapter 
was to identify what is currently known, or understood, about the factors which 
influence the admission of patients to an inpatient hospice service. The objectives 
for the review were to specifically establish the following:
• Why and how patients come to be admitted to a hospice inpatient service;
• What information is available regarding the characteristics of patients
admitted to hospice inpatient service;
• If admission practices to hospice inpatient units differ from those applied to 
other types of hospice service or from one hospice to another;
• Evidence of change in hospice admission practices over time;
• Evaluation of hospice inpatient service.
2.3 Search strategy
A search strategy was developed to identify keywords on the subject of interest and
consider alternative definitions to ensure the terms that were likely to be found in
article abstracts were included. The strategy also included consideration of the date
range for the search and the selection of the databases to be searched. The specific
search terms were devised in consultation with a specialist librarian. The search
terms used were ‘hospice’ to capture the specific area of interest, hospice care. This
alone was however too narrow, given the wide use of the terms palliative care,
specialist palliative care and end of life care, in relation to hospice care provision. All
these terms produced huge numbers of results. Individually the terms were too
broad to be practical so the searches were refined using Boolean logic combining
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the keywords in different combinations with ‘AND’ (Ridley, 2008). The terms ‘referral’ 
or ‘admission’ or ‘inpatient’ were also used to focus the search (An example of a 
database search is provided in Appendix 10). An initial search of electronic 
databases indicated few papers had been published which specifically focus on 
hospice inpatient admission so the search included publications back to 1980. 
Defining the problem or ‘conceptual definition’ of the area of interest has been 
highlighted as a potentially problematic but important element of an integrative 
literature review. Defining the area of interest too narrowly or too broadly may 
reduce the validity of the findings of the review therefore definitions may develop as 
the review progresses (Russell, 2005).
Key challenges in terms of conceptually defining the topic of interest for the review 
was consideration of the variety of different services offered by hospices. The 
specific focus of interest for the study was access to, and the use of, hospice 
inpatient services in England. This definition located few studies however and the 
search was broadened to include literature relating to access and use of other types 
of hospice service in England. The process was further complicated by the variety of 
terms which were potentially relevant such as ‘hospice admission’, which may be 
used to refer to admission to an inpatient service or other types of services provided 
by hospices. The small numbers of primary empirical studies specific to inpatient 
admission also led to a search for literature relating to this specific area of hospice 
practice conducted in other countries.
To aid the review of diverse material such as that located in an integrative review 
Hawker et al, (2002) outlined a framework to facilitate the review of research using 
different paradigms systematically. This framework incorporates three stages:
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1 ) Assessment of relevance to the research question.
2) Data extraction.
3) Scoring for methodological rigour.
The scoring system adapted by Hawker et al (2002) was used to score the 
publications related specifically to hospice admission included in this review (see 
Appendix 11).
Searches were conducted using NICE Evidence Services. Consideration was given 
to which databases to search based on the relevance of the database to the topic of 
interest. The databases searched were the British Nursing Index (BNI), Cumulative 
Index to Nursing and Allied Health Literature (CINAHL), Health Business Elite (HBI), 
Health Management Information Consortium (HMIC), Medline and PsychlNFO. 
Keyword searching and indexing varies between databases so these were made as 
consistent as possible. A search of ETHOS was also conducted to identity relevant 
PhD theses. Relevant national and organisational websites were searched including 
the Department of Health, Dying Matters, Help the Hospices and the National 
Council for Palliative Care. Manual searching of relevant books, papers or 
dissertations identified by colleagues and reviewing reference lists was also 
performed. This located papers which were relevant to the research question 
although they were not empirical research studies. The search for literature was an 
ongoing process conducted between 2009 and 2014.
61
Table 1 Inclusion and exclusion criteria for literature review
Inclusion criteria Exclusion criteria
Empirical research papers
Published in English
Published from 1 January 1984
Publications focusing on referral or
admission to hospice
Publications focusing on hospice care for
adults
Not published in English 
Published before 1 January 1980 
Publications not primarily focused on 
referral or admission to hospice care. 
Publications relating to hospice care for 
children or adolescents.
Ten papers were located which met the inclusion criteria and addressed the specific 
area of interest. The papers were published in a number of countries, seven from 
England or the UK and three relating to practice outside the UK. International 
publications were included on the basis that they offered insight into practice in other 
countries and cultures. Whilst the cultural differences exclude direct comparisons 
they offered a wider perspective on the subject area. A further important body of 
literature included in the review were papers which specifically examined hospice 
care and practice because they provided an in-depth and relevant perspective on 
the culture of hospice care. The review also contains discussion of other non­
hospice material, which expands on issues that emerged, and is interleaved with the 
synthesis of finding from the studies located by the review of the literature.
The methodologies used in the studies located were quantitative, qualitative and 
mixed methodologies. A summary of the papers is provided in Appendix 11. Studies 
relating to practices in English hospices were few and several of them were 
conducted many years ago. Direct comparison of the findings of these studies is 
highly problematic due to potential changes in practice over time given the rapidity 
of developments within the field, including changes in terminology. The studies
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however form an important part of a small body of literature currently available on 
the specific topic of interest. They were also considered valuable as potential 
indicators of change over the years.
2.4 Hospice culture
Hospice has been (and to some extent still is) viewed, in both the literature and by 
the general public, solely as a place to which people go to die and one of the 
features of ethnographic studies of hospice and other palliative care services has 
been to explore the experiences of caring for the dying person in this environment 
(James 1986, Hockey 1990, Froggatt 1995, Lawton 1998, Copp, 1999, McNamara 
2001, Li, 2002, Arber, 2004 & 2007). James (1986) conducted one of the earliest 
participant observation studies examining the work of nurses in an NHS Macmillan 
continuing care unit, set up to be a good example of terminal care, and a medical 
ward in a general hospital. Though a period of observation was conducted on a 
hospital ward, the study findings focused on those of the Macmillan continuing care 
unit. The aim was to examine if the hospice achieved the idealistic aims which had 
been set and how the nurses managed care of the dying in relation to those ideals. 
The implementation of ‘total patient care’, described as ‘carework’, a combination of 
‘care’ and ‘work’, involved both emotional labour and physical work, however it was 
the physical work that tended to be given greater priority (James, 1986). The study 
highlighted care of the dying person as both the reason for the unit being set up and 
its primary purpose, and how this led to it becoming known as “a death house” 
(James, 1986:256).
During a similar time period Hockey (1990) conducted an anthropological study of
the experiences of death in a residential home and a hospice in Scotland. She
identified that hospice care was most overtly manifested by the building of units
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dedicated to the care of the dying (Hockey, 1990). This suggested that eligibility for 
entry to hospice was associated with consequent separation from wider society and 
considered a marker of a patient’s journey to death, showing similarity to a later 
study by Froggatt (1995). Using an ethnographic approach Froggatt (1995) focused 
on the personal and professional experience of nurses working with death, dying 
and bereavement in hospices. Froggatt (1995) found that even with an increasing 
emphasis on respite and symptom control the work of nurse in hospices was 
characterised by their encounters with death. Due to the emotional labour involved 
the nurses sought to maintain a boundary between their work life and home life and 
did so using strategies of distancing and containment. Despite this, on occasions the 
boundary between home and work life could be breached, particularly when nurses 
experienced personal bereavement. Uncontrolled expressions of emotion were a 
threat to the hospice and the nurses learnt to contain their own emotions as a 
means of ‘keeping the balance’ (Froggatt, 1995). The challenge of dealing with 
emotional problems and explaining the exact processes involved in dealing with 
them James (1986) related to the relationship between ‘control’ and a focus on 
physical disease.
McNamara (2001) further elucidated this issue as being a consequence of the
scientific organisation of palliative care which categorises different diseases through
comparison and similarity. She suggested that:
“a framework of ‘pathological normality’ (disease is normalised around 
signs and symptoms) and routinised pharmacological responses appear 
to offer more certain answers to the uncertainty o f dying than 
psychological, social and spiritual counselling or support” (McNamara,
2001: 121).
This supported Hockey’s (1990) view that control emanated from one aspect of the 
controlling power of medical technology, pain control. Control in hospice care
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therefore related not solely to the management of human deterioration but also to 
power and hierarchy.
For McNamara (2001), although palliative care maintained a commitment to the care 
of the dying, recognition of death had become less explicit and been pushed into the 
background by the clinicians focus on physical symptoms. The hospice concept of a 
‘good death’ may therefore have become outdated on the basis that the focus of 
interest had moved from a question of ‘dying well’ to ‘living well’ (McMamara, 2001). 
A focus on physical aspects of care was however evident in James’ (1986) study, 
where care of the dying did appear to be central. Both Hockey (1990) and 
McNamara (2001) related control in hospice care to behaviours which “submerged” 
(Hockey, 1990:194) or “masked” (McNamara, 2001:124) the tensions associated 
with the management of death in modern society. Some of the reported shift in focus 
may be explained in terms of the unmasking of previously hidden hospice practices 
For example the priority attached to physical care needs observed in a unit set up to 
be an example of good terminal care underpinned by a philosophy of ‘total care’ 
described by James (1986).
Whilst hospice philosophy promotes open dialogue regarding death, hospice has 
been portrayed in terms of a spatial boundary within which those who are dying are 
commonly hidden (Hockey, 1990; Lawton, 1998). Following a ten month participant 
observation study of a hospice in the South of England Lawton (1998) also 
described hospice as a place associated with certain types of death, that is, a place 
where the consequences of bodily degeneration, secondary to cancer, were 
sequestered. A consistent feature of these studies was that hospices offered a form 
of control. Hospices sought to address the uncontrollable forms of human
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deterioration within a system of care which viewed the world as amenable to human 
control (Hockey, 1990).
Hospice has been characterised both as a place of warmth and openness and a 
place where those close to death are hidden (Hockey, 1990; Lawton, 1998). This 
indicates that an overriding feature of the findings of these ethnographic studies is 
that they reveal hospice care to be, in many respects, characterised by 
contradictions. By asking if hospice nurses achieve their idealistic aim of caring for 
the total pain of dying patients James (1986) found that, from the perspective of the 
nurses, the reality of care provision failed to match up to their ideals. The 
relationship between ‘care’ and ‘work’ in a hospice, presented with the notion of 
‘carework’ was a means of describing the routine organisation of the nurses’ work 
along with the emotional aspects of care. The emotional labour of caring for the 
dying was recognised but understated by the nurses because, James (1986) 
suggested, feelings and emotions do not fit with the concept of work. Instead the 
nurses viewed ‘work’ to be the physical, routine and paid aspects of their role. Such 
routinisation was a means of creating personal value where none was attributed by 
public recognition. ‘Care’ was consequently informal, invisible and unaccounted for 
from an organisational perspective. In order to support ‘total care’ it was suggested 
that all its components required active consideration (James, 1986).
Li (2002) used the concept of emotional labour in an ethnomethodological- 
ethnographic study conducted at two hospice sites and a palliative care service 
within an acute hospital setting in England to examine how nurses construct 
psychosocial care through talk. Drawing on the work of Goffman, Li (2002) 
described how this led to the production of a public performance of niceness. The 
niceness related to nurses and patients being nice to each other in a mutually
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beneficial way which also served to sustain the niceness, this was termed ‘symbiotic 
niceness’. Acknowledging that it was also linked to knowledge, skill and 
competence, ‘symbiotic niceness’ was presented as “a skill common to all humanity” 
(Li, 2002:19) and available to everyone. Viewing such care in this way may account 
for the understated nature of this aspect of nurses’ work in James’s (1986) study.
The organisational elements of care James (1986) referred to were structural 
influences such as policy decisions and the hospice’s position in relation to the 
broader health care system. The unit under study by James (1986) was also 
undergoing a period of transition at the time of the study and it was reported that as 
the hospice systems increasingly conformed to NHS norms some of the perceived 
exclusiveness and specialness of the unit was broken down. James (1986) 
concluded that as a necessary part of adjustment to becoming a stable health care 
provider within the wider heath care environment, routinization and 
bureaucratisation had submerged the original hospice ideals. The patient was 
consequently “not the director and focus of care but often the unconsulted receiver 
of it” (James, 1986:465) and it was predicted that the success of future hospices 
would be measured in terms of pain control and economics.
Concern around pain and symptom control may also reflect interests beyond those 
of patients. James (1986) found that trained nurses working in a hospice gained 
status from the technological procedures or aspects of their role. This aspect of 
hospice culture was further developed by Arber (2004, 2007) who identified that a 
focus on physical symptoms, in the form of ‘pain talk’, was a means by which 
specialists in palliative care built their reputation. Arber’s study was prompted by an 
interest in unravelling the concept of ‘total pain’ in palliative care teams. Using an 
ethnographic approach and grounded theory the discourse observed in the team
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‘talk’ shaped bodily pain and symptoms as the primary mode of intervention. All 
team members “construct the presence of bodily problems and symptoms 
associated with advanced disease as a priority for access to palliative care” (Arber, 
2004:207). Biomedical pain talk was used by team members as a means to achieve 
reputation, display credentials and form or contribute to professional boundaries. 
The importance of physical symptoms or ‘symptom control’ appears to reflect not 
solely concern about patient need, but serves other professional group interests. 
Both Lawton (1998) and Arber (2004, 2007) have shown how the term ‘symptom 
control’ contributes to the image of hospice services and how clinicians utilise it to 
set themselves apart from other services.
Psychosocial ‘pain talk’ was also revealed as a strategy employed when biomedical 
attempts to manage pain failed (Arber, 2004, 2007). When this occurred the teams 
introduced talk about the psychosocial and emotional responses of patients to their 
pain such as sadness, anger and aggression. This type of talk was also associated 
with discussions about ‘difficult’ patients. It included those perceived as non- 
compliant with medication, inconsistent in reporting pain or experiencing other 
problems such as mental illness or alcohol dependency. This is similar to the type of 
displacement of responsibility, from the medical staff to the patient and families, 
observed when medical intervention was insufficient to prevent death, reported in an 
intensive care unit (Seymour, 2001). In the intensive care setting the strategy was 
presented as a constructive means of maintaining integrity in the dying process 
(Seymour, 2001).
From a palliative care perspective the need to displace responsibility for a perceived 
failure in controlling pain could be interpreted as a defensive response indicating a 
sense of insecurity about the approach. Behaviours described by Arber (2004, 2007)
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appear to suggest this, as they were performed through the act of criticism. 
Reputation was built through talk that criticised non-specialist practitioners, those 
that did not specialise in palliative medicine or care. Boundaries were present not 
just between medical and nursing professionals but also between palliative care 
specialists and non-specialists. The terms ‘symptom’ and ‘symptom control’ 
appeared to play an important role in the presentation of hospice care as a specialty 
(Arber, 2004, 2007).
Supporting James and Field’s (1992) prediction that hospice care may be subject to 
‘routinization’ through bureaucracy, McNamara (2001:126) highlighted the efforts of 
some practitioners, particularly doctors and administrators, aiming to professionalise 
palliative care through accreditation within mainstream services. Another group held 
the view that this amounted to “an exercise in empire building amongst an elite 
group o f specialists”. Integration into mainstream health services had resulted in the 
mimicking of the hierarchical structures of traditional medicine (McNamara, 2001).
The following section of the literature review examines the literature which relates 
directly to hospice admission. The studies were selected based on their particular 
focus on admission to hospice and SPC services and are discussed where relevant 
with reference to the ethnographic studies outlined above. Two broad themes were 
identified in the literature in relation to hospice inpatient admission. These were; 
patient specific factors and service specific factors. Most of the studies included 
some elements of both of these themes and whilst they were linked, a distinction 
was drawn between factors focused on patients and those focused on services. 
‘Patient specific factors’ refers to those related directly to the patient’s condition or 
situation. These factors were the predominant interest in most of the studies and are 
presented under the sub themes of: the presence of symptoms; multiple reasons for
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admission, psychological need, deterioration in condition, terminal care, diagnosis; 
age factors; social situation; and patient choice and preference. The theme ‘service 
related factors’ related to issues more directly associated with the organisation or 
service provided, or the processes used for arranging admission to hospice care. 
These are presented under the subthemes of: geographical access and availability 
of beds; admission and referral process; admission categories or labels; moral 
beliefs and judgements; and decision making and priority setting in practice.
2.5 Patient specific factors
Patient related factors are those which are directly concerned with a patient’s 
condition or situation. These include the symptoms patients present with, which may 
be single or multiple, psychological need and changes in condition which relate to 
deterioration in condition and the need for terminal care. Other factors identified 
were diagnosis, age, social situation and patient choice and preferences
2.5.1. The presence of symptoms
The main focus of most of the studies was the characteristics of admitted patients or 
the stated reasons for a patient’s admission. Uncontrolled symptoms or the need for 
symptom control were commonly identified reasons for hospice inpatient admission 
(Hinton, 1994, Addington-Hall et al., 1998, Eagle, 2002, Gannon, 2002, Eagle & de 
Vries, 2005). As discussed in section 2.3, comparison between the studies found in 
the literature search is problematic and any comparisons need to be considered with 
a high degree of caution. With this caveat the findings of studies conducted many 
years ago remain relevant due to lack of current research specific to this area of 
practice. These studies continue to have value in terms of what their findings might 
indicate about factors that are consistent, or what may have changed over the 
years.
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One of the earliest studies conducted that specifically examined which patients were 
admitted to a hospice was published by Hinton in 1994. Though conducted at one 
hospice site the study comprised a randomised sample of 77 patients and their 
carers’. Comparison was made between 55 patients who died on the inpatient unit 
and 22 who died at home. The study prospectively examined reasons for admission 
in what were termed ‘intermediate’ or ‘final’ admissions with a specific interest in 
which patients with terminal cancer were admitted to a hospice. ‘Intermediate’ 
referred to episodes when the patient was discharged from the hospice, ‘final’ 
referred to an admission during which the patient died. Data were collected from 
staff, patients and relatives to examine the relationship between a sequence of 
potential underlying factors, and were statistically examined and compared. Data 
collection methods included interviews and completed patient self-assessments of 
quality of life and mental function. A further comparison was made of data on 
personal and diagnostic factors. Of all 428 patients referred to the hospice home 
care service over a period of two years, there were 304 inpatient deaths and 111 
home deaths.
The factors Hinton (1994) investigated were preselected, drawn from selected 
writings and experienced staff, introducing a risk of selection bias. The presence of 
symptoms was the most common reason given for both types of admission, 53% for 
final and 73% for intermediate. Notably symptom relief was related to “special 
techniques” {Hinton, 1994:199) in some intermediate admissions, though what these 
included was not specified. That the techniques were identified as ‘special’ suggests 
they may not have been commonly available in other settings. This reflects the 
practice of hospice clinicians viewing themselves as special based upon offering 
intervention for pain and symptom control observed by Arber (2004, 2007). It also
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resonates with the term ‘specific interventions’ used to describe part of current 
hospice care provision (NCPC, 2012). What is not clear from Hinton’s (1994) data is 
what constituted ‘special’ or how the need for such interventions was assessed or 
determined. The findings would imply that particular types of patient need prompted 
admission for such special and specific techniques.
Seale (1991) conducted a study to compare hospice and conventional care during 
the 1980s. Interviews were conducted with relatives of 45 people dying of cancer 
from 14 different inpatient hospices compared with 126 who received conventional 
care in England. The hospice patients were more likely to suffer from a variety of 
symptoms including pain. They were also found to have undergone fewer medical 
interventions of a curative or investigative type than the patients receiving 
conventional care.
In the early 1990s a regional study of care for the dying was carried out by 
Addington-Hall etal. (1998). This large retrospective national survey drew its sample 
from 20 nationally representative English District Health authorities in which 
interviews were conducted with the relatives of 2074 patients who had died. The 
study focused on four specific factors: socio-demographic characteristics; site of 
cancer; and symptom experience and dependency levels. Secondary analysis of the 
data conducted by Addington et al. (1998) concluded that, in addition to symptom 
severity and dependency level, site of cancer and age had a role in determining 
hospice admission but had limited predictive value. They cautiously concluded that 
there was a level of similarity in the number and severity of symptoms reported by 
both those patients admitted to a hospice and those who did not receive hospice 
inpatient care. The study remains the only national survey which has examined such 
factors in relation to hospice inpatient admissions on this scale. Building on this work
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Gannon (2002) identified that symptom severity played a role in determining the 
priority given to different types of hospice admission requests. The study aimed to 
quantify and qualify urgent hospice admission requests in contrast to non-urgent 
ones. Using meta-synthesis of literature, a modified Delphi technique, admission 
request reviews and case studies a total of 215 inpatient admission requests at one 
hospice site were analysed. Inpatient admission requests made for symptom control 
were found to be more successful than those for terminal care. Addressing severe 
physical symptoms was therefore deemed an urgent concern, indicating a strong 
impetus to respond to this type of need.
McNamara (2001) contended that locating pain control as the central tenant of good 
palliative care may lead to its pursuance at any cost. An example of which was her 
observation of the practice of experimenting with various types of drugs, and 
combinations of drugs, based on a belief that no pain was beyond the control of 
palliative medicine. Palliative care professionals, albeit with good intentions, felt an 
imperative to act and use any treatment available to them when faced with physical 
suffering. She identified that the management of one symptom may not translate 
into improved quality of life for the patient and some treatments may prolong life. A 
means of addressing such dilemmas was to afford some control to patients 
regarding their medical management. Notably, the level to which clinicians were 
willing to empower patients with such choice varied between settings, was more 
evident in a home care setting than an inpatient setting (McNamara, 2001). 
Admission to an inpatient unit may therefore relate to a perceived need for greater 
medical or professional control as a means to pursuing symptom relief. The beliefs 
or intentions of clinicians who arrange or offer such a service have not however 
been fully explored in the literature.
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Symptom control incorporates symptoms other than pain and Lawton (1998:124) 
concluded that hospices “are increasingly becoming enclaves in which a particular 
type of bodily deterioration and decay is set apart from mainstream society”. 
According to Lawton (1998) the nature of these processes was, however, concealed 
under labels such as symptom control. The permanent closure of beds at the 
hospice where she conducted her study was identified as having directly influenced 
the type of patient admitted. Priority was given to patients with distressing physical 
symptoms in the terminal stages of disease. This detailed account of the 
experiences of patients and how their disease manifested itself in the form of 
distressing physical symptoms revealed a relationship between hospice care and 
containment. Symptom control was needed for a wide range of physical problems 
such as incontinence, fungating tumours and oedema or swelling of the body. Some 
patients experienced a breakdown in the surfaces of their body with resultant 
uncontrolled leakage of bodily fluids and other matter which Lawton (1998) termed 
the unbounded body. The success of symptom control was measured in terms of 
the ability with which medical staff could restore control or the ‘boundedness’ of the 
body. She contended that the hospice could therefore be understood as a “mediator 
between the unbounded and the bounded body” (Lawton, 1998:128).
Whilst seeking to re-establish control for the patient Lawton (1998) presented a 
further perspective on control. In the face of uncontrolled symptoms the hospice 
functioned to control the situation by containing it within the boundaries of the 
hospice walls. From an anthropological and sociological perspective in 
contemporary Western culture, Lawton (1998) argued the privatisation of bodily 
functions has resulted in bodily taboos with the resultant need for controls. The 
hospice performed such a function by ‘sequestering’ those whose bodies were 
unbounded, and remained so when efforts to restore ‘boundedness’ failed. Thus the
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hospice imposed order on disorder. This however involved not only containment but 
also disguising, concealing and hiding such processes from mainstream society. 
This resonates with Hockey’s (1990) portrayal of the residential home and hospice 
as two non-ordinary spaces in which death is framed in our society, where the 
suffering associated with those processes that are beyond medical cure are found. 
Both spaces were interpreted in terms of disguising the limitations of medical 
science offering an illusion of homely independence and unconditional love 
respectively.
From this perspective the apparent greater certainty or ability to predict outcomes of 
physical disease using a framework of pathological normality highlighted by 
McNamara (2001) appears potentially more challenging than helpful. For Hockey 
(1990) controlled caring and careful control were highlighted as integral to managing 
the “uneasy encounter with the powerful evidence o f physical deterioration and 
decay, conditions largely resistant to medical control” (Hockey, 1990:196). Symptom 
control in a hospice therefore sometimes involves much more than the implied 
application of scientific knowledge resulting in the successful management of 
symptoms. When the controlling power of medicine fails other layers of control come 
into play. Control may be in the form of containment and/or concealment, and as 
Lawton (1998) highlighted these functions exist not purely to serve the interests of 
patients but also those of society.
The significance and meaning of symptom control in the world of hospice is 
therefore well documented and palliative care “is defined by a dominant culture 
orientated to the ‘management or ‘control o f symptoms’ (Corner, 2008:234). This 
premise is based on a biomedical construction, symptoms relate to a body and 
physical pathology, not a person (Corner, 2008). This biomedical perspective was
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however challenged earlier by Corner and Dunlop in 1997 who argued that 
symptoms cannot be characterised in terms of individual physical pathologies that 
can be dealt with separately or in a systematic way. Patient problems are often a 
constellation of an individual’s body and state of mind and these elements may be 
difficult to distinguish from one another.
2.5.2 Multiple reasons for admission
Constellations of symptoms are a documented feature of, or influential in, hospice 
admissions. In addition to evidence of a specific stated reason being given for 
hospice admission there is evidence of the presence of multiple reasons for 
admission embedded in one request. Eagle (2002) conducted a qualitative study of 
hospice admission meetings at three hospices in England. The presence of multiple 
physical symptoms, at least two and sometimes up to five, was identified as a 
characteristic of patients offered admission for symptom control (Eagle 2002, Eagle 
& de Vries 2005). This reflected Hinton’s (1994) finding that admission requests 
often included reasons that were “complex and overlapping” {Hinton, 1994:199). The 
term complex was not defined but it implied the presence of more than one factor 
and a potential difficulty in distinguishing the factors because they overlapped in 
some way. He went on to describe how the assessment of preselected factors 
confirmed an immediate cause of admission for patients. Other assessments 
however “began to uncover less apparent agents contributing to admission or drew 
attention to the complex nature of factors” (Hinton, 1994:208). This again suggests 
an association between the term complexity and a difficulty in identifying what the 
problem is or distinguishing between different types of problems. It is consistent with 
McNamara’s (2001) contention that, despite palliative care philosophy recognising a 
multiplicity of factors as important to the care of a dying person, there is a mismatch 
in ability to explicate the physical and non-physical factors.
76
A similar difficulty was identified by Gannon (2002), who asked sixteen hospice staff 
to identify factors leading to urgent hospice admission. Uncontrolled symptoms were 
discussed in terms of ‘severity’, ‘acuity’ and ‘complexity’. Despite prompting, the staff 
could not describe factors discriminating urgent from non-urgent referrals. Rather 
than the presence or absence of a factor being influential it was the degree of a 
factor or combinations of factors that appeared influential. The concept of ‘difficult 
symptoms’ is interesting in terms of how difficult is defined (Corner, 2008). The term 
may relate to difficult to bear from a patient perspective or difficult to watch or 
manage from a professional or carer perspective. The terms ‘complex’ or ‘difficult’ 
symptoms appear frequently in both the empirical data and policy documentation 
relating to hospice and SPC. The definition of complex identifies two elements to the 
term, one refers to it meaning something involving a lot of different parts, the other 
relates to it being difficult to understand. The former does not however make the 
latter inevitable (Cambridge dictionary, 2014). Hospice admission appears often to 
be associated with multiple or ‘complex’ problems for the patient. What is not clear is 
why this is the case, little evidence exists which explains the term ‘complex’ from a 
clinician’s perspective. The relationship between multiple factors associated with 
admission, beyond them overlapping, is also not fully explored in the literature.
2.5.3 Psychological need
Inpatient admission requests for psychological problems also feature in the 
literature. Psychological distress such as anxiety, depression and patient attitudes of 
denial about their condition have been reported as influential (Hinton, 1994). Eagle 
(2002) found requests for psychological need were made much less frequently and 
were given a lower priority than requests for physical symptoms. The study design 
focused on admission meetings, potentially excluding other elements of the
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judgement and decision making process occurring outside that forum that may have 
identified why. For example decisions made about which patients should be 
considered for admission and presented at admission meetings. The study also 
provided no insight into the outcomes of admission decisions (Eagle, 2002, Eagle & 
de Vries, 2005).
Barriers to hospice admission for psychological reasons were not just evident from 
the perspective of professionals. Patients have also reported feeling troubled at the 
prospect of having to leave home when the possibility of inpatient admission was 
raised (Hinton, 1994). Admission to a hospice presented conflicts and difficulties for 
both the person arriving at the hospice and to hospice staff which James (1986) 
observed were minimised by underplaying welcoming behaviours. Lawton (1998) 
also considered the potential implications for patients of accepting inpatient hospice 
care. When suffering distressing symptoms associated with advanced cancer some 
patients exhibited behaviours such as withdrawing from events and relationships 
around them. This was suggestive of a loss of sense of self and identity, a form of 
social death (Lawton, 1998).
That hospice admission impacts a person’s sense of self is further supported by a 
more recent small, qualitative study providing an interesting insight into the kinds of 
decisions that influenced patients when considering admission to a hospice inpatient 
unit. Using a phenomenological approach Fisher and Colyer (2009) examined the 
lived experience of six patients following admission. The data revealed a resistance 
to admission because the admission represented a challenge to their existence in 
terms of moving from a ‘living person’ to a ‘dying person’. The driving force behind 
admission was uncontrolled pain which rendered a feeling that they didn’t have any 
option but to accept admission. The decision to go into the hospice was presented
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as a “traumatic” necessity rather than a considered choice (Fisher & Colyer, 
2009:553). The findings would support the prioritisation of physical symptoms as 
criteria for admission from a patient perspective. It also highlights the possibility that, 
for the patient, accepting hospice admission may itself cause or result in 
psychological distress.
2.5.4 Deterioration in condition
Though pain and symptom control feature highly in the studies of hospice inpatient 
care, other factors may be equally important in influencing admission. Patient 
weakness or deterioration in condition were also documented as leading to 
admission (Hinton, 1994). Some reasons were interpreted to be less transparent 
than others, however: “weakness covertly contributes to more patients’ admission 
than some notorious suffering” (Hinton, 1994:208). The significance of a 
deterioration in a patient’s condition as an important factor was supported by 
Addington-Hall et ai. (1998) who identified a patient’s dependency level as a factor 
in predicting admission. Both factors may be indicators of a patient entering the last 
few days or weeks of life. Admission for these reasons was further supported by the 
finding that patients were admitted to hospices for ‘terminal care’ in the absence of 
significant symptoms (Eagle 2002, Eagle & de Vries, 2005). Deterioration in 
condition would likely increase level of dependency, it may however represent 
temporary change in a patient’s status, not necessarily imminent death.
2.5.5 Terminal care
The quality of a person’s dying experience is identified as remaining top of the SPC 
agenda and the location and quality of death are interwoven themes (Thomas, 
2003). Admission to a hospice inpatient unit for ‘terminal care’ or to die is evident in 
several studies. The terminology used in the studies varies, therefore the studies
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cannot be directly compared, however the language used is itself of interest. 
Admissions during which the patient died were described by Hinton (1994:199) as 
“final admissions”. The reasons for admission reported by a nurse or doctor 
included; symptom assessment, demands on relatives too great, serious 
deterioration, request by patient, relative or GP, emotional distress, patient 
confusion, respite for relatives and treatment requiring inpatient facilities. Admission 
‘to die’ or for ‘terminal care’ was not evident as a reason for the admission to 
hospice and this may reflect an underlying assumption that patients were admitted 
for this reason.
Terminal care, as a primary documented reason for inpatient admission, was also 
reported in Gannon’s (2002) study. Here the sample of 16 hospice doctors, 
community and inpatient nurses highlighted ‘terminal care’ domains as urgent. In 
practice however more symptom control requests, both urgent and non-urgent, 
achieved admission than terminal care requests. Compared to Hinton’s (1994) 
study, this perhaps suggests a greater distinction being drawn at the point of the 
admission being requested, and about the likely outcome of a proposed admission.
A consensus on the use of the phrase ‘terminal care’, as a reason or category for 
admission, was found in other hospices (Eagle, 2002, Eagle & de Vries, 2005). 
When admission was requested for this reason there was evidence of a shift in the 
factors clinicians used to determine the priority of a request. For terminal care 
admissions the presence of symptoms became much less important. Higher priority 
was given to patients with general terminal care needs than for admission for 
‘symptom control’ (Eagle 2002, Eagle & de Vries 2005). This would appear to be 
consistent with Hinton’s (1994) analysis of the reasons given for ‘final admissions’ 
which included increased dependency and a willingness to address the problem of
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consequent increased demands on care givers.
The use of the phrase ‘terminal care’ in admission processes, without attempts to 
define it, is problematic when it comes to reviewing the literature. It might be 
interpreted as a consequence of the centrality of death and dying in the origins of 
the hospice movement as discussed in section 1.1. A focus on dying may have been 
so fundamental that further explanation was not felt necessary. For example, James 
(1986) identified that, for nurses, achieving a good or peaceful death required 
meeting certain ideals. It was the combined provision of emotional care with physical 
care by which they measured ‘good care’. Death was viewed as the norm in the 
hospice, never an emergency situation. ‘Normal’ hospice death was seen in the 
context of patients having been in the hospice for a couple of months prior to death. 
The death needed to have been anticipated and a relative was either present or 
accepting of it.
Particular types of admission however posed challenges to those ideals, namely 
patients who died within hours to days of admission, allowing the nurses no time to 
get to know the patient or their relative. Such admissions resulted in anger and 
frustration because, from the nurses’ perspective, it made achieving a peaceful 
death impossible. It also prompted discussion about the admission policy and 
criticism of the doctors responsible for making such referrals. Additionally, such 
admissions were considered an abuse of the purpose of the hospice unit and an 
unreasonable demand for ‘good care’ (James, 1986). The nurses’ beliefs regarding 
the appropriate use of the hospice inpatient unit therefore had the potential to differ 
from other members of the hospice team.
Hockey (1990) stated that “our conceptions of death and its relationship to life are
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not only expressed in, but generated through the culturally specific forms or 
institutions which manage death” (Hockey, 1990: 8). McNamara (2001) also 
highlighted that death occurs in many ways that are matched by multiple meanings 
of dying which can be expressed at an individual or cultural level. In the palliative 
care model a ‘good death’ was understood in terms of, not only consideration for the 
person, but also their social circle and societal values as a whole. Integral to this 
were the principles of awareness, openness and acceptance of death (McNamara, 
2001). However as James (1986) argued the idealistic aims of a model may not 
necessarily reflect the reality of what occurs in practice.
The ideological construction of a good death and its associated norms and rules 
McNamara (2001:47) identified as serving two purposes. First, it “affirms the socially 
responsible patient who slips quietly away” once the health professionals have 
completed their role in preparing them for death. Second, it offers stability to hospice 
and palliative care institutions by providing normative behaviours on which 
precedents can be set (McNamara, 2001). These findings provide possible 
explanations for apparently differing priorities being attached to hospice inpatient 
admission requests made for ‘terminal care’ than symptom control. Control is 
however a significant and consistent feature.
Whereas hospice care and palliative care both involve death and dying, hospice 
care developed with a focus on good death whilst the focus of palliative care is on 
patient comfort achieved by symptom control. McNamara (2001:124) contended that 
the emergence of a palliative care model has “masked the original intention o f the 
hospice movement”. Intention is therefore a fundamental issue in the wider debate 
regarding the relationship between hospice care and palliative care. In respect of 
hospice admission practices, an arena in which the perceived purpose of hospice
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care is largely negotiated and determined in practice, the intention of such practice 
must therefore be viewed as of significant interest. The majority of the research 
conducted to date has however focused on an analysis of which patients were 
admitted to hospices, not how they came to be admitted or what intentions 
underpinned those outcomes. Little evidence currently exists to elicit if or how 
particular beliefs or models of hospice and palliative care are reflected in or directly 
influence hospice admission processes.
2.5.6 Diagnosis
A focus on a patient’s physical disease status was evident in the studies of hospice 
admission which frequently referred to patient diagnosis (Addington-Hall et al., 1998, 
Gatrell & Wood, 2012, Hinton, 1994, Wood et a!., 2004). Diagnosis is known to 
influence the likelihood of being admitted to a hospice. Hospice patients were found 
by Seale (1991) to have fewer conditions other than cancer on the death certificate 
than cancer patients who had received conventional care. Much of this relates to the 
historical development of hospices as discussed in section 1.1. The design of 
several of the studies reflects the historical focus of hospice on patients with cancer 
by limiting their samples to this population (Addington-Hall et a!., 1998, Gatrell & 
Wood, 2012, Hinton, 1994, Wood et a!., 2004). In two studies a diagnosis of breast 
cancer was found to increase the likelihood of inpatient admission (Hinton, 1994, 
Addington-Hall et a!., 1998). Addington-Hall et al.’s (1998) large survey, focused on 
how cancer patients who received hospice inpatient care differed from those who 
did not. It was concluded that the site of cancer had a role in determining hospice 
inpatient admission. Patients who had breast or colorectal cancer were more likely 
to receive inpatient care. The greater incidence of admission in breast cancer 
patients was possibly linked with family burden and psychological distress 
increasing the likelihood of admission. Also breast cancer patients were identified as
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possibly more politicised, knowledgeable and accepting of hospice care (Addington- 
Hall etal., 1998).
As discussed in section 1.4 national and international policy literature shows 
significant attention given to inequity of access to hospice and SPC in relation to a 
cancer versus a non-cancer diagnosis. A non-cancer diagnosis is known to reduce 
the likelihood of admission to a hospice (Addington-Hall, 2008). One retrospective 
audit, conducted in a hospice in Scotland, reported a significant rise in the number 
of patients admitted with non-malignant disease. Six patients with non-malignant 
disease, comparative to 328 with malignant disease were admitted in 2003/2004 
compared to 24 and 340 respectively in 2006 (Griffin & Conway, 2008). At the time 
of the study the hospice had an ethos of providing care based on need not 
diagnosis. Whilst referral criteria existed for patients with a malignant diagnosis 
there were none for those with non-malignant disease (Griffin & Conway, 2008). The 
authors identified it was not possible to examine the underlying reasons for the 
increase due to the study design but suggested that care provision for this 
population of patients required further study. Though small in scale, and aimed at 
highlighting the increase in admissions of patients with non-malignant disease, the 
findings also showed how disproportionately small this population of patients was.
How one hospice responded to the needs of patients with a newly identified, non- 
malignant diagnosis was explored by de Vries (2006). The study examined the 
experiences of hospice staff and carers of five people with variant Creutzfeldt-Jakob 
disease (CJD). Using a grounded theory approach data were collected from four 
focus groups, eleven interviews and hospice patient records. The hospice was 
presented as a metaphorical container in which specialist staff managed death, 
dying and bereavement associated with cancer. The metaphorical analogy of the
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opening and shutting of ‘floodgates’, through which inputs and outputs were 
controlled effectively described the hospice’s admission, processing and discharge 
activities. This occurred as a means of managing the systems boundaries and 
maintaining organisational equilibrium. The findings presented a theoretical 
explanation of caring for this population of patients termed ‘dealing with the 
unknown’. Four categories underpinning the theory were identified: ‘novelty’, 
‘controlling’, ‘humility’ and ‘becoming knowledgeable’. Offering a description of 
efforts to control and maintain the hospice system the boundaries were also shown 
to be managed in a flexible manner. The study provided a new insight into hospice 
practices though its findings were specific to patients with variant CJD. In addition to 
diagnosis, other demographic factors influence the likelihood of a patient being 
admitted to a hospice, including age.
2.5.7 Age factors
Older people are also cited as a disadvantaged group in terms of access to hospice 
and SPC services (Addington-Hall et al., 1998, Ahmed et al., 2004). Problems 
related to accessing SPC from patient, carer and professional perspectives were 
examined in a systematic review by Ahmed et al. (2004). Evidence was found to 
suggest that people aged over 65 years were less likely to be referred to palliative 
care services generally. The review incorporated referral to any service, including 
inpatient services, as failure to be referred to any SPC service would reduce the 
likelihood of being admitted to an inpatient unit. Analysis of death statistics for 
England and Wales between 1974 and 2003 show that the overall number of home 
deaths in the population has declined but more significantly so in the older 
population (aged 65 years or over) (Gomes & Higginson, 2008). The number of 
deaths occurring in this age group must therefore have increased in other settings.
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Being aged below 85 years was a factor that independently predicted the likelihood 
of inpatient admission comparative to older patients with similar symptoms 
(Addington-Hall et al., 1998). Other studies have however found that the age of a 
patient did not make a difference to whether or not patients received hospice home 
care or died in the hospice inpatient unit (Hinton (1994). Nor did age appear to be a 
factor when clinicians prioritised requests for inpatient admission. Information 
regarding age was often not required on admission request forms, and not 
mentioned when a request was discussed in admission meetings (Eagle 2002, 
Eagle & de Vries 2005). Addington-Hall et al.’s (1998) finding that those patients 
admitted to hospices were on average younger than those who were not, led them 
to postulate if this was related to the social situation of older people.
2.5.8 Social situation
Studies have shown that a patient’s social situation does appear to influence the 
likelihood of hospice inpatient admission. Identified factors have included the need 
for respite from the carer’s perspective, patients’ living alone or with relatives who 
were unable to provide care (Hinton, 1994). Dependency on others and the need for 
high quality nursing care as important factors influencing admission were supported 
by Addington-Hall et al. (1998) and identified as possibly more influential than pain 
or symptom control in determining such an outcome. This would be consistent with 
the finding that in the mid-eighties hospice was seen primarily as a high intensity 
nursing unit by both doctors and nurses (James, 1986). Concerns about social 
situation were supported by Eagle (2002) who found that a patient’s current place of 
care was influential when admission requests were prioritised. Where patients were 
judged to be in an environment able to provide some level of care or a ‘place of 
safety’ or assessed as having ‘basic care’ needs the request was judged either 
inappropriate or a low priority. Patient dependency and the need for high quality
86
nursing care were not however considered an important or appropriate sole reason 
for inpatient admission. Such outcomes appeared to relate to the perceived safety or 
otherwise of the patient in their current environment (Eagle, 2002, Eagle & de Vries, 
2005). From this perspective the provision of high quality nursing care was not 
viewed as a primary reason to admit a patient, indicating a change in the perceived 
primary purpose of hospice over time.
Some types of hospice service focus on the provision of social care in the form of 
respite for carers. Inpatient units, day care or services delivered in the home have 
been identified as models of hospice respite provision. It is an area of practice that 
has received little research attention in the form of empirical studies to assess the 
impact on the care of patients with advanced disease (Ingleton et al., 2003). From 
an inpatient perspective some admissions are planned with the primary purpose of 
providing respite for carers. Over a six month period 11% of admission requests to 
one hospice were made for respite care (Gannon 2002). The allocation and 
protection of some inpatient beds, solely for respite, prioritised the needs of carers 
above other patient needs in some hospices (Eagle 2002, Eagle & de Vries 2005).
In response to a lack of empirical evidence regarding the effects of respite care on 
carers Payne et al. (2004) surveyed 242 SPC clinical managers regarding inpatient 
respite care. The majority of respondents did provide such care however there was 
no consensus on the definition of respite care. Some viewed the provision of respite 
as a non-specialist activity and therefore not appropriate. The respondents reported 
criteria for admission was more likely to prioritise the needs of patients above 
carers. The most concerning feature was identified as a lack of systematic audit or 
evaluation of the services. The authors highlighted the need for further research to 
explore the use of inpatient beds for respite compared to symptom control or
87
terminal care.
A consistent theme in the literature on respite care was a difficulty in distinguishing 
between a need for carer respite and other types of need. Three out of four patients 
admitted to a hospice for ‘holiday’ admissions (for the carers) died during the course 
of James’s (1986) study, resulting in new admissions for the same reason being 
viewed with scepticism. Gannon’s (2002) study highlighted that ‘psychosocial crises’ 
constituted 29% of urgent admission requests, the most prominent feature of which 
was the family or caregiver not coping. Definitional boundaries between ‘respite’ and 
‘symptom control’ were often blurred making the evaluation of respite in palliative 
care fundamentally problematic (Ingleton et al., 2003). Of the limited evidence 
available on inpatient admission, the needs of carers, as a factor precipitating or 
contributing to inpatient admission, appears to be a consistent feature over time. 
The studies reflect the challenge of measuring the role of carer need in admission 
requests in the context of other problems (James, 1986, Hinton 1994, Addington- 
Hall etal. 1998, Gannon 2002, Eagle 2002, Eagle & de Vries 2005).
Day hospice, as another form of respite provision, was also identified as a service 
which has received notably little research attention in the literature. Proponents of 
the service highlighted it as important in the provision of rehabilitation, social support 
and respite for carers. Little empirical evidence was however located examining the 
efficacy of this type of service (Ingleton et al., (2003). Bradley (2010) explored the 
perspective of those making referrals to day care services in a qualitative study of 
day hospice referrals conducted at two SPC centres in the North of England. The 
study examined reasons for referral from the perspective of health professionals 
external to the hospice organisation. Six major themes were identified; physical, 
social and psychological wellbeing, continuity of care, introduction to the hospice
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and carer respite. From a respite perspective day hospice was felt to give carers a 
break. It was also perceived to act as validation that the role of carer was a difficult 
one and their needs warranted consideration (Bradley, 2010).
Attending day care services was also felt to benefit patients by facilitating access to 
a variety of services including physiotherapy, occupational therapy and medical 
reviews. Available interventions were assistance with bathing, infusions and pain 
and symptom management. Most patients referred for day care already received 
community support from specialist nurses attached to the hospice and referral was 
usually suggested by a member of the hospice team. Some centres accepted 
patients only by this route and few patients attended day care in isolation to 
receiving other types of hospice support (Bradley, 2010).
Whilst symptom control and assessment were criteria for referral to day hospice, 
Ingleton et al., (2003) found that they featured less highly than a need for social 
interaction and psychological support This represents a reversal of the most 
common reasons for referral for inpatient admission. Conversely an exploratory 
study of five palliative day care centres service providers reported that referral was 
dependent upon patients having specific palliative care needs for symptom control, 
rather than for social reasons only. The main aim of the services was to monitor 
patients during symptomatic phases of illness. To this end four out of the five 
centres were developing criteria to discharge patients who no longer met the criteria 
(Douglas 2000). These referral criteria appeared consistent with the prioritisation of 
symptoms found in relation to hospice inpatient care. The implication being that 
other types of need were not deemed to be specifically palliative in the absence of 
symptoms. The development of such criteria supports James’s (1986) prediction 
that hospice success would, in time, be measured in terms of pain control and less
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directed at meeting needs identified by patients or carers themselves.
2.5.9 Patient choice and preferences
A patient’s preferences or wishes in relation to their care was a theme in both the 
earliest and most recent studies relating to hospice inpatient admission, highlighting 
it as a consistent and persisting influencing factor. Hinton (1994) found that, at the 
beginning of his study when the patients were earlier in their illness journey they 
wanted to be at home and the relatives had expressed the same view. However, as 
the participants illness progressed over the course of the study many relatives, and 
then patients, expressed a preference for inpatient care. Notably this was described 
in terms of:
“a realistic preference for Inpatient care; fortunately their changing need 
could be met. Some people became too III for a kind death at home; 
some relatives find affectionate caring turns Into a demand that erodes 
the value of remaining life together” {Hinion, 1994: 209).
The statement raises at least two important issues, admitted patients were viewed 
as fortunate, implying there was a degree of luck and good fortune involved, at least 
from the author’s perspective. It also indicated that opinions or preferences 
regarding admission may differ between patients and relatives and that they may 
change over time. Hinton (1994) concluded that the availability of appropriate 
inpatient care may also modify an individual’s preference in terms of place of care. 
This raises questions about the relationships between these factors; was the order 
in which the preferences of patients and relatives changed significant, who judges 
what is realistic and whose preference ultimately predominates? That patients view 
themselves as fortunate to be admitted to a hospice is counter to Fisher and 
Colyer’s (2009) finding that admission may be seen by some in terms of a last 
resort. The psychological impact of the prospect of admission for patients may
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function as a rationing mechanism in itself.
Gomes et al. (2011) conducted a large scale survey of 1,351 people in England and 
reported that the majority of participants from all regions expressed a preference to 
die at home, if circumstances allowed. Hospice was the second most frequent 
choice. Whilst a significant proportion of the sample had experienced a close 
relative or friend, either diagnosed with a serious illness, or die in the preceding five 
years, only 13% had been diagnosed with a serious illness themselves. The authors 
acknowledged that the majority of the preferences reported were therefore from 
people who were well at the time. As such, they may not be representative of the 
views held by seriously ill or dying people. Participants who had cared for someone 
in their last months of life reported a statistically significant preference to die in a 
hospice. In order to address some of the gaps between preferences and place of 
care. Gomes et al. (2011) recommended a strategy focused on home and hospice 
care.
Patient preference is a multifaceted issue. Preferences may change as a person’s 
disease progresses (Hinton, 1994) and others may accept admission when they 
perceive it as the only remaining option (Fisher & Colyer, 2009). One longitudinal 
study examining preferences for place of death and place of care, from a patient and 
carer perspective, found that expressed preferences for both changed over time for 
almost one third of a sample of 71 of the patient/carer dyads analysed (Agar et al., 
2008). If the findings of Gomes et al. (2011 ) are representative of people at the end 
of life, it suggests that the demand for access to hospice beds for EoLC is likely to 
increase.
Consideration of a patient’s preference in terms of place of care at the end of life
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has been encapsulated in national policy (DH (E), 2008). Understanding patients’ 
preferences necessitates research, however palliative care is generally perceived to 
be a sensitive research area. This relates to the social taboos that exist around 
death, dying and bereavement in Western society (Sheldon & Sargeant, 2007). Most 
research on patients’ perspectives has been conducted on proxies i.e. family 
members and friends responding to what they believed the patient felt or 
experienced. Addington-Hall et al. (1998) raised the issues relating to the validity of 
retrospective proxy accounts of the last months of life but concluded that the views 
of families have their own validity.
The national VOICES survey of bereaved people found that 85% of respondents 
considered that their deceased family member or friend felt they were involved in 
decisions relating to their care to a level they were satisfied with, and very few 
reported them wanting less involvement (DH (E), 2012). In relation to preferred 
place of death less than half were reported to have expressed a preference on place 
of death. Though half answering the question felt the patient had sufficient choice, a 
significant proportion, one quarter, did not. A large majority however felt the patient 
had died in the right place (DH (E), 2012). The survey results suggest that patients 
welcome involvement in decisions relating to their care, however it did not elicit if 
those discussions included any explicit rationing issues.
In summary, preferred place of care or death is an important theme in relation to 
hospice admission. National policy (DH (E), 2008) promotes identification of 
preferences and there is some evidence that this may translate into demand for 
hospice care in the future. From an individual patient care perspective the issue may 
not be straightforward. Patient preferences are a consideration in the admission 
process, what is less evident in the research is how those expressed preferences
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are dealt with by clinicians. Little evidence is available to identify how and to what 
degree this factor influences the inpatient admission process or outcomes for 
patients. Providing choice and meeting patient preferences is influenced by service 
related factors such as availability and accessibility.
2.6 Service specific factors
In addition to patient specific factors there is evidence that non patient related 
factors may influence hospice inpatient admission. Service specific features include: 
geographical access and availability of hospice beds; admission and referral 
processes; admission categories or labels; length of stay and reasons not to admit; 
moral beliefs and judgements; and decision making and priority setting in practice.
2.6.1 Geographic access and availability of hospice beds
Geographic accessibility to specialist adult inpatient hospices was examined by
Gatrell and Wood (2012) with the aim of visualising and understanding geographic
patterns of demand and supply for such services. An approach which enabled the
identification of relatively inaccessible areas with high prospective demand for such
services was identified as a means to reduce inequity of service provision. Using
35,000 small census areas as the unit of analysis, sets of data on the location and
size of specialist adult inpatient hospices, the numbers of adult cancer deaths,
estimated travel time and deprivation indices were analysed. Urban areas were
found to be relatively well served but large parts of rural England and Wales were
described as having poor access. Those living in relatively deprived areas were also
highlighted as at risk of their need for hospice care being unmet (Gatrell & Wood,
2012). The study provides a further valuable approach to assessing unmet need.
However, as acknowledged by the authors, the focus on data relating to cancer
deaths provides a partial perspective and excludes the potential needs of those with
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non-malignant disease. Little research has been conducted to address the issue of 
geographic access to hospice care for patients with non-malignant disease.
Even given convenient geographic access to a hospice other factors may influence 
access for patients. The physical availability of hospice inpatient beds influences 
access to them in terms of numbers and little has changed since the 1990s. Though 
not specifically focused on the hospice inpatient admission process, Lawton (1998) 
noted that the utilisation of hospice beds appeared to change in response to a 
reduction in the number of beds available in one hospice. When beds were 
permanently closed the hospice admission policy was reviewed, numbers of respite 
admissions were reduced substantially and subsequently respite admissions were 
stopped for any patient with a non-cancer diagnosis (Lawton, 1998). In addition 
“priority was instead given to patients exhibiting particularly distressing symptoms, 
especially during the terminal phase of their disease” (Lawton, 1998:122). Hospices 
were suggested to be catering for a very different group of patients than when the 
movement was founded. The availability and use of hospice beds therefore not only 
influences the numbers of patients that are admitted but also the type of patient.
2.6.2 Admission and referral process
Many developments since the 1990s will have influenced the representativeness of 
data from some previous studies to current practice. They however highlighted 
some important considerations that remain relevant. Some patients may be 
excluded from hospice care due to specific admission policies and practices. 
Admission and referral processes are essentially the formal gateways into hospice 
services. Addington-Hall et al. (1998:1011) concluded that “admission seems to be 
governed more by chance than by need”. They identified a need for further work to 
identify whether some groups of cancer patients were excluded from hospice
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inpatient care inappropriately. Possible reasons for this were patients simply not 
being referred to hospices or because of hospice admission policies, which required 
further investigation. Addington-Hall et al. (1998) acknowledged that health care 
services had undergone a period of significant change since 1990, the year in which 
the patient’s deaths had occurred. Evidence of such potential influences was 
however revealed by James’s (1986) observation that in relation to one Scottish 
hospice, both policy and clinicians sought to mix the type of patients admitted for the 
benefit of the organisation and the clinicians.
The issue of exclusion from hospice services is not confined to inpatient services but 
to all the palliative care and hospice services that are offered. A systematic review 
was conducted by Ahmed et a/. (2004) on evidence related to problems and issues 
accessing SPC by patients, carers and health and social care professionals. The 
authors included papers published in countries other than England and from a 
variety of SPG services, consequently some of the findings do not relate to practice 
specific to English hospices. Several barriers to receiving palliative care were 
highlighted including a lack of knowledge and education amongst health and social 
care professionals and a lack of standardised referral criteria. One patient related 
barrier was patient or family reluctance to accept SPC. The majority of the issues 
however related to the attitudes of the health and social care professionals making 
referrals. These included factors such as professionals finding it difficult to make the 
transition from curative treatment to palliative care and concern about patient 
perception of referral. The review identified that some physicians from other 
specialties, such as cardiologists expressed concern about a lack of expertise within 
the palliative care team in dealing with patients diagnosed with non-malignant 
disease (Ahmed et al., 2004).
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A failure to be referred to any aspect of hospice or SPC services would, by 
definition, include the hospice inpatient unit and it has been shown that patients 
referred for hospice inpatient care, who were not previously known to the hospice 
service, may be disadvantaged (Eagle, 2002, Eagle & de Vries 2005). When 
hospice inpatient admission requests were discussed in multi-professional meetings, 
prior knowledge or personal involvement with a patient influenced the way referrals 
were presented (Eagle, 2002, Eagle & de Vries 2005). The referral process or forum 
in which such decisions were made and who was involved in the decision making 
was potentially influential (Eagle 2002, Eagle & de Vries 2005) and suggested that 
potential barriers to accessing SPC and hospice services were not only external to 
those services but existed within them.
Few studies provided any insight into how hospice inpatient admission occurred in 
terms of the processes followed within the organisations. Of the eight studies 
identified only two specifically looked at aspects of inpatient admission processes. 
Whilst Hinton (1994) provided a valuable insight into the multifaceted nature of 
hospice admissions, his study did not address how admission criteria or practices 
within the hospice may have influenced such outcomes. These may have been 
significant given that the sample came from one hospice. There was no discussion 
in his study of any difficulties accessing hospice inpatient beds. It was therefore 
either not an issue, or if admissions were not possible or felt to be inappropriate the 
reasons were not examined.
Gannon’s (2002) comparison of urgent and non-urgent admission requests revealed 
some elements of the admission process in one hospice. This included the nature 
and labelling of admission requests and how they were dealt with. It was noted that 
there were no validated guidelines for the prioritisation of hospice admission
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requests. The study was prompted by an identified lack of evidence clarifying the 
nature of ‘urgent’ requests. Gannon (2002) highlighted that the timing of the 
submission of requests may have influenced outcomes; including place of care; 
priority for admission; and rigour of assessment. Urgent requests peaked on 
Tuesdays and Fridays and those made on a Friday were more likely to be unmet 
(Gannon, 2002). Urgent requests were more likely to be admitted, were admitted 
more quickly and had shorter stays than non-urgent ones. Though not evident prior 
to admission, urgent requests usually followed acute pathology or dying and nursing 
care appeared to be the primary patient need (Gannon, 2002). What the study did 
not explore in detail was the wider structure of the admission process or other 
aspects of decision making that resulted in these types of outcomes.
Eagle (2002) examined hospice inpatient admission structures and processes 
specifically. Admission decisions were observed to occur in multidisciplinary 
admission meetings in which requests were presented and discussed. Professional 
representation at the meetings varied from one site to another but included medical, 
nursing, social worker and physiotherapy. During the meetings, whilst information 
was taken primarily from admission request forms, it was often supplemented by an 
extensive narrative account of the case. The group structures resulted in different 
roles being played and negotiation to influence the outcomes of requests occurred. 
The meetings were observed to be medically led (Eagle, 2002, Eagle & de Vries, 
2005). Differing roles and the need for negotiation implied that those involved had 
differing aims in the process.
Differing aims may relate to differing values and beliefs regarding the nature of 
hospice services and the purpose of the inpatient unit. Changes in organisational 
practices have been shown to have an impact on admission criteria by Lipscome
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(2009) who described one organisations re-designation from a ‘hospice’ to a 
‘specialist palliative care unit’. Two key beliefs in the organisations criteria were 
identified as undergoing change. First was that hospice/palliative care should treat 
all aspects of a person’s care equally, versus physical care should take priority. 
Second, hospice/palliative care should primarily focus on end stage terminal care 
rather than pre-terminal complex symptom control, or that care should focus 
primarily on complex symptom control irrespective of the stage of disease at which it 
occurs. Based on data collected between 2001 and 2003, the change was identified 
as “incomplete or underway” (Lipscombe, 2009:224). The hospice’s admission 
criteria were described as confused, contested or undecided and the re-designation 
was characterised as a process rather than an event. Notably it was difficult to 
pinpoint when the decision to re-designate had been taken and precisely who had 
taken it.
Shared values, built upon a hospice model of ‘holistic’ care have been identified as 
important to personal and group feelings of efficacy for nurses working with dying 
patients in Australia (McNamara, 2001). Medicine, viewed as the key organising 
symbol in hospice teams, and discrepancies between different values between 
professional groups has been proposed as presenting elements of structurally 
determined stress. Though medicine was felt to be deeply implicated in the process 
by which care was organised in hospices, it did not appear to be “neatly reductive 
and reflective of an Idealised biomedical model”. What was observed was more 
haphazard and contradictory than the term would imply (McNamara, 2001:77). 
Structurally determined stress in a hospice was not therefore fully explained in terms 
of values based upon a holistic model versus a biomedical model.
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Lack of consensus regarding referral criteria for hospice services potentially impacts 
both those making referrals and those attempting to manage referrals to their 
service. Diversity in the role and position of hospice and SPC care, due to 
increasingly integration into mainstream services, may account for this and was 
helpfully illuminated by Payne (1998). In a well described study of hospice care 
provision in New Zealand a conceptual analysis of the models of care that had 
developed in the country were presented. Though the study was conducted in New 
Zealand parallels were also drawn with the British model of care. Hospices were 
characterised in terms of those that “supplant, supplement or support” existing 
mainstream healthcare services (Payne, 1998: 1495). Respectively the models 
represented those which might be viewed as replacing existing services, those 
which worked alongside them and those offering care additional or extra to 
mainstream provision, often provided by volunteers.
The dilemma Payne (1998) highlighted was whether palliative care should be 
considered an essential service or a luxury provision. The former, it was suggested, 
would inevitably lead to a ‘routinization’ of hospice care as described by James and 
Field in 1992. Hospice inpatient units were characterised by Payne (1998) in terms 
of a ‘supplant’ model, on the basis that they provided a comprehensive service, 
offering an alternative to local hospital beds. Inpatient units also potentially 
incorporated elements of supplemental and supportive roles. The existence of 
potentially differing models of hospice care highlights the risk of confusion or lack of 
clarity regarding the service role of hospice inpatient units.
2.6.3 Admission categories or labels
Hospices use terminology to describe the most commonly referred to reasons for 
admission: ‘symptom control’ and ‘terminal care’ (NCPC, 2011). Such terminology is
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synonymous in the literature with hospice inpatient admission, yet the terms were 
often not specifically or clearly defined. Such terms have been identified as 
functioning as predetermined admission categories which are powerful in framing 
the whole admission process (Eagle, 2000, Eagle & de Vries, 2005). in this context 
the admission categories appeared to function as explicit and agreed reasons for a 
patient to be admitted to a hospice inpatient unit. They were therefore forms of 
admission criteria. Other types of label associated with admission criteria examined 
by Gannon (2002) indicated the potential influence of the category label given to an 
admission request in terms of its outcome. A high proportion of requests (53%) were 
marked urgent. Eleven percent of agreed requests never achieved admission. 
Urgent admission was defined as requiring admission on the same day. The 
likelihood of admission under any category was shown to be higher when it was 
labelled as urgent. The process of categorisation and iabeiiing could be interpreted 
as evidence of routinization and bureaucratization as predicted by James and Field
(1992).
Gannon (2002) also noted a significant mismatch between the expectations 
identified on the request forms and the subsequent outcomes of admission. Gaps in 
social care were identified as having a stronger influence on urgent requests than 
closeness to death or specific clinical scenarios. This is consistent with the findings 
of other studies (Hinton, 1994, Addington-Hall et al., 1998, Eagle, 2002). Gannon 
(2002) concluded that the difference in patient characteristics between urgent and 
non-urgent requests was not clear. Clinicians may have labelled requests in different 
ways because the categories studied were “not sufficiently specific for the 
consteiiation of physical and psychological needs spanning patients, carers and staff 
that appeared to precipitate urgent admissions,” (Gannon, 2002:49). The process 
was described as needing further scrutiny because it raised issues about equal
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access and the potential for abuse, albeit subconscious.
An admission criteria tool that was developed by MacDonald (1995) in America 
proposed explicit criteria to be applied to eligible hospice inpatient admission 
requests, in order to determine priority. MacDonald’s (1995) hospice triage 
approach, termed SARP, identified four criteria:
• Seniority -  the length of time the patient had been waiting
• Acuity - the relative severity of symptoms or degree of deterioration
• Risk - the level of family stress or severity of threats to patient safety
• Political significance - the degree of negative impact on the hospice agency 
if the case was not given priority.
Each criterion was given a score of 1 to 3 which, when totalled, gave the SARP 
score. The chosen criteria were identified as being fully grounded in core hospice 
values. No evidence was offered to support the use of these terms/values or their 
weighting in regard to equality and no other papers were located that reported its 
use in other hospices. The relevance of this tool to practice in the UK would be very 
limited given fundamental differences in how health services are organised and 
funded in both countries. In America various hospice models have been identified 
since the first hospice opened in 1974. Based on a private healthcare system and a 
combination of ‘for profit’ and ‘not for profit’ provider organisations, access to 
hospice is governed by the Medicare Act. The basic admission criteria for hospice 
care originated in the Medicare Act, however individual hospices could choose to 
modify their own criteria (Hoffman, 2005). No studies were located which indicate 
the tool has been utilised in the UK, however it highlights that non patient related 
factors have been considered significant in other settings and countries.
101
2.6.4 Length of stay and reasons not to admit
The function of admission categories or labels in the admission process was not 
entirely clear in the literature, in some studies they appeared to function as a 
statement of appropriate reasons for admission or the anticipated outcome of an 
admission (Eagle, 2002, Eagle & de Vries 2005, Gannon 2002). A study by Boyd
(1993) considered the impact on patients who were admitted with an anticipated or 
consequent short length of stay. Over a six month period 47 of the 480 patients 
admitted to one hospice died within 48 hours. Seven patients died in less than 
seven hours of arrival. Data included a retrospective assessment by the doctor and 
nurse most closely involved in the care of the patients. A high prevalence of 
symptoms was noted on admission, mainly respiratory, but most were felt amenable 
to treatment with low dose opioid medication.
Boyd (1993) noted that a number of hospice staff felt that some patients transferred 
from hospital to hospice should not have been moved, similar to the staff concerns 
identified by James (1986) about admitting patients who died too quickly to allow 
nurses to develop a relationship with them. Most relatives in Boyd’s (1993) study 
however expressed no concern about the place of death and the findings overall 
were felt to confirm the value of such admissions. Staff concerns may therefore not 
reflect those of patients or relatives and admission criteria determined by staff may 
reflect their own needs rather than those of the patients. This possibility was evident 
when James (1986) noted the need for balance in terms of actively admitting 
different kinds of patients which would enable the nurses to continue to work at the 
hospice without feeling weighed down. This required a mix of those patients 
perceived as ‘up’ and ‘down’, young and old, lively and quiet to facilitate “laughter to 
balance the sorrow” in their daily work (James. 1986:343).
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Late stage hospice admission was aiso examined in an American study (Waidrop & 
Rinfrette, 2009). Late stage was defined as two weeks or iess before death. The 
rationale was that short admissions were viewed by some as inadequate for 
providing comprehensive end of life care. The study compared the views of 53 
healthcare professionals and 56 family caregivers on the psychosocial dynamics of 
such admissions. The professionals overall viewed the admissions as deficient in 
providing support. Half of the caregivers described the admission in terms of a crisis, 
the other half described it as just long enough. There may therefore be a 
discrepancy regarding the perceived value of short periods of hospice admission 
prior to a patient’s death between professionals and relatives or caregivers. Such 
findings cannot however be translated to the English setting due to the insurance 
based health care system in the US.
Length of stay was an issue of interest in a study of the utilisation of inpatient 
services at a 10 bed SPCU in British Columbia in Canada (Allan et al., 2009). Using 
univariate and bivariate analysis ail admission requests made in 2005 and 2006 
were analysed. Reasons for admission were identified as symptom management, 
imminent death, patient or family request and no caregiver available. The median 
length of stay was 7 days and 79.8% of patients died at the unit. Of the 411 requests 
made, 76 patients did not achieve admission for the following reasons: the patient or 
family changed their mind; the patient died before a bed became available; or the 
patient was admitted elsewhere before a bed became available. Six requests were 
considered inappropriate with the primary reasons identified as: an anticipated 
prognosis greater than three months; a very short prognosis of within hours; or the 
case was too complex for the unit to manage. An analysis of reasons why patients 
were not admitted presents a different dimension to the subject of hospice and SPC 
admission than is evident in the studies conducted in the UK. in the Allan et al.,
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study (2009) only six out of 411 admissions were considered inappropriate. This 
however, implies that a very high proportion of referrals were considered appropriate 
or there was a reluctance to identify them as inappropriate.
Reluctance to explicitly decline an individual hospice admission on the basis of 
inappropriateness has been observed in English hospices. When an admission 
request was discussed a judgement was made on appropriateness. Very rarely was 
a request refused outright (Eagle 2002, Eagle & de Vries 2005). This was consistent 
with the practice observed by an earlier study of admissions to other specialist 
services whereby clinicians were inclined to ‘ruling in' patients rather than explicitly 
‘ruling them out’ (Hughes & Griffiths, 1997). This ethnographic study focused on two 
contrasting areas of clinical practice, medical cardiac catheterisation conferences 
(CCCs) and multidisciplinary neuro-rehabiiitation admissions conferences (NACs). 
In these settings requests were aiso rarely refused, if admission was not agreed, the 
request tended to be deferred. Either an alternative placement was found or the 
request was withdrawn by the referrer because it was then deemed to be unsuitable. 
The exclusion of patients by ‘ruling in’ was identified as a less visible and more 
acceptable form of values based rejection than ruling them out’ by explicit refusal. 
The approach conflicted iess with societal values of universaiism and affective 
neutrality, in the hospice setting strategies were observed which avoided the 
outright refusal of an initial admission request when the appropriateness of request 
was questioned (Eagle 2002, Eagle & de Vries 2005). These were arranging for 
further assessment of the patient by a hospice clinician or by suggesting an 
alternative plan. There was evidence that long term basic care need was a low 
priority for hospice inpatient care. (Eagle 2002, Eagle & de Vries 2005, Gannon 
2002), however, very little empirical evidence is available explaining if or why 
hospices do not, or would not, offer admission in the form of explicit exclusion
104
criteria.
Reluctance by hospice clinicians to refuse requests may relate to the importance of 
the concept of ‘niceness’ in hospice culture. Saying no to a patient may be 
interpreted as not a nice thing to do. The failure to explore outcomes in hospice care 
has been described by Aranda (2001) as one of the tyrannies of palliative care. The 
first tyranny was a veneer of niceness which hinders the ability of hospice and SPC 
professionals to openly critique the service they provide. Aranda’s (2001) work was 
built on by Li (2002) in her concept of ‘symbiotic niceness’ where she argued that 
nurses construct a therapeutic relationship with patients through the co-performance 
of niceness in talk. The personal assets of both nurses and patients functioned as 
marketable products to produce an impression of nice patients and professionals. 
Impression management was identified as a key strategy for the production of 
marketable niceness through the construction of people as friendly, understanding 
and concerned. In turn this contributed to producing an impression of ‘nice’ 
organisations (Li, 2002).
Such concern with image, as illuminated by Li (2002), would offer a possible 
explanation for the reluctance of hospice professionals to say no to certain patient 
requests. This potentially supports the inclusion of professional or organisational 
image as described in MacDonald’s (1995) SARP tool which included political 
significance as criteria for the prioritisation of hospice admission. It is possible that 
such concerns influence clinicians’ decisions to grant some patients access to 
inpatient services. Values and beliefs regarding the allocation of hospice resources 
are therefore influential in decisions to admit patients alongside an awareness of 
how some decisions to prevent access may be perceived by others.
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2.7 Moral beliefs and ethical judgements
A reluctance to explicitly exclude patients may also be reflected in other behaviours 
and the possibility of ‘abuse’ of the admission process, subconscious or otherwise 
was identified by Gannon (2002). Some clinicians adopted a strategy of ‘telling the 
right story’ to achieve admission for a patient when presenting an admission request 
(Eagle, 2002). Other potential influential factors included who requested the 
admission and if a patient was personally known to the clinicians involved in the 
multidisciplinary group discussion (Eagle, 2002, Eagle & de Vries 2005). Analysis of 
the language used in such interactions indicated that, in some cases, clinicians had 
developed a personal attachment to patients, thus raising issues of ‘deservingness’. 
This is consistent with Lawton’s (1998) finding that certain patients were treated by 
staff in a hospice as “special cases”. They were usually young, recently diagnosed 
with advanced disease and had rapidly deteriorating conditions.
The issue of ‘deservingness’ is evident in studies of priority setting in other 
specialties. Escher et al., (2004) investigated what influenced doctors’ decisions to 
admit patients to intensive care, in particular exploring if there was a bias against 
cancer patients. The prognosis of an acute illness and the presence of other 
underlying disease were identified as important determining factors. There was no 
evidence to suggest patients’ with cancer were discriminated against. A patient’s 
age was not found to be a discriminating factor. Bed availability was also 
considered. A limitation acknowledged by the authors was that there were possible 
discrepancies between decisions made in clinical practice, and the answers given 
on the questionnaire. The authors concluded that the decision making process was 
influenced by unconscious value judgements possibly leading to biased decisions 
(Escher et al., 2004).
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Moral information was a central theme in Hughes and Griffith’s (1997) examination 
of the process of implicit rationing by health professionals, in a proportion of the 
cases discussed, in both the CCC and NAC, a shift in the style of discussion 
occurred from a factual, depersonalised report style to an informal form of 
storytelling. This revealed both the social identities of patients and carers and the 
subjective views of the clinicians. Storytelling was aiso identified by Arbuckle 
(2013:190) as a means of engaging listeners, because stories “bypass normal 
defences and engage people’s feelings”. In any clinical setting the potential 
consequences are that decisions are influenced by emotion. Some individuals may 
therefore be disadvantaged because of the way their case is presented.
2.8 Decision making and priority setting in clinical practice
Priority setting decisions may also be influenced by the forum in which they are 
made. When assessing the urgency of hospice admission requests Gannon (2002) 
found nurses weighted psychosocial domains as urgent more often than doctors. 
Medical staff tended toward symptom control. Possible reasons why clinicians might 
label admission requests in particular ways were identified as inter-professional 
differences in admission priorities, however the documentation used at the site was 
identified as reflecting biomedical convention (Gannon, 2002). Hospice admission 
meetings were aiso identified as medically led at other sites. Nurses were prepared 
to argue their case when a difference of opinion arose, though they did so by using 
emotion based and subjective information (Eagle 2002, Eagle & de Vries 2005).
The notion that multidisciplinary teams in a hospice work coilectiveiy toward the
same goals has been raised as an issue warranting further investigation
(Swetenham et al., 2011). Consideration of the forums in which decisions are made,
and the contributions and interactions of the different professional groups involved,
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is an important eiement of such enquiry (de Vries, 2006). The paiiiative care 
interdisciplinary team has been described as precarious when faced with significant 
challenges such as ‘refractory suffering’, symptoms or distress which are difficult to 
control despite aggressive intervention. Cohesion has been identified as a key 
requirement for a team but can be threatened by philosophical differences between 
members regarding approaches to care (Swetenham et al., 2011). Investigation of 
decision making processes therefore requires consideration of group structure, the 
relative contribution of those represented and areas of commonality and conflict, in 
the context of hospice admission processes these aspects have received minimal 
research attention to date.
2.9 Gaps in the literature.
The body of evidence that has offered insight into possible service specific factors 
influencing access are the ethnographic and other qualitative studies of hospice 
care (James, 1986, Hockey, 1990, Froggatt, 1995, Lawton, 1998, Copp, 1999, 
McNamara, 2001, Li, 2002, Arber, 2004, 2007). They have revealed issues including 
control in the form of concealment and boundary management and reputation 
related to the title of specialist thereby providing unique insights into cultures of care 
which challenge the ‘tyranny of niceness’. Each has thereby promoted a valuable 
critique of the reality of practice in these organisations. The studies conducted to 
date have focused on care provided within inpatient hospice units, the patient and 
nurse relationship and hospice team interactions. Current understanding of hospice 
culture is however limited by a lack of research which explains how the culture and 
beliefs of those working in hospices directly influences the point of entry into those 
services.
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Two broad themes related to hospice admission have been highlighted in the 
literature related to hospice admission, patient related factors and service specific 
factors. The studies have tended to focus on patient related factors. The interest 
being centred on which types of patients access or receive care. Whilst some 
research attention has been given to service specific factors the clearest outcome of 
the review is an imbalance in the research evidence relating to these two factors. 
Despite the long running and well documented debate regarding inequity of access 
to hospice and SPC care little attention has been given to explaining how or why 
hospice teams decide who to admit to their inpatient service.
Literature relating to patient specific factors highlights particular reasons for 
admission or types of admission. These were reflected in service related factors 
such as the use of admission categories or labels. The categories however appear 
poorly defined and the labels used have been shown to serve a purpose beyond 
describing patient need. The terms ‘symptom’ and ‘symptom control’ play an 
important role in the presentation of hospice and SPG care both within the specialty 
and outside it. What is less well explained in the literature is how these types of 
constructed boundaries influence admission practices and therefore patient 
outcomes. Multiple patient problems or factors appeared to increase the likelihood of 
inpatient admission. The significance of multiple factors or their relationships to each 
other was not fully explained, beyond them overlapping. The term ‘complex’ appears 
frequently in both the empirical data and policy documentation relating to hospice 
and SPC, but does not fully explain what constitutes ‘complex’ in this context.
2.10 Methodological considerations
The relative lack of research on hospice inpatient admission would appear to
support Aranda’s (2001:572) suggestion of a second tyranny of paiiiative care, “the
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glowing testimonial”, that is without evidence, the high ievel of expressed 
satisfaction with hospice services has ied to a failure to measure service outcomes 
(Aranda, 2001). Research has mainly focused on the characteristics of the patients 
admitted to hospices. Data collection for many studies has occurred at one hospice 
site only, so little evidence is available offering any comparisons of practices across 
hospices. As discussed in chapter one, increased integration into mainstream 
services has resulted in far greater scrutiny regarding access to hospice and SPC, 
and a number of studies have adopted an outcome focused approach in terms of 
which types of patients had been able to access the service. These issues cannot 
be fully understood solely by examining the characteristics of those patients who 
have or have not had access to services. As Addington-Hail et al. (1998) highlighted 
in the 1990s, by utilising a retrospective and outcome focused approach their study 
was unable to provide insight into what led to such outcomes, little appears to have 
changed since then. Consideration must be given to the processes around access 
to provide a more comprehensive picture of what contributes to particular outcomes.
Research into priority setting and resource allocation decisions in health economics 
generally has historically employed quantitative methodologies (Smith et al., 2008) 
and these studies have provided limited analysis of how such decisions are made in 
health care systems. Of the few studies that have attempted a qualitative approach 
a criticism was that they were under-developed theoretically (Smith et al., 2008) 
However Smith et al. (2008) appeared to be referring to decision making at an 
executive level. Studies from other specialties have examined resource allocation 
using qualitative, prospective research designs and have identified the importance 
of considering both patient specific and service specific factors.
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2.11 Summary
In this chapter I have described the strategy adopted to conduct an integrative 
review of the literature relating to hospice inpatient admission. The aim and 
objectives of the review were identified and the inclusion and exclusion criteria 
documented. In order to ensure the search was conducted using a systematic 
approach Hawker et al’s (2002) framework to facilitate the review of research using 
different paradigms was utilised.
The empirical evidence available to explain hospice inpatient admission practices in 
England is limited and many of the studies were conducted years ago. Whilst the 
findings may remain relevant, they must be treated with caution in a specialty that 
has undergone rapid change and development over that time. Two broad themes 
were identified from the literature; patient specific factors and service specific 
factors. The first of these has received the greater amount of research attention to 
date and these findings show that the factors potentially influencing admission are 
multiple. They include patient demographic factors such as age and diagnosis but 
aiso the reason for admission, a patient’s social situation and their preferences for 
care. There is evidence that these factors overlap with some form of relationship 
with each other. What the research literature does not elicit is how each factor might 
influence outcomes or what the relationship is between them.
Service specific factors, such as geographical access and availability of hospice
beds, admission process, admission categories or labels and moral beliefs and
judgements, was the second theme identified in the search. The review has
highlighted an imbalance in the evidence available, far greater attention having been
paid to patient related factors than service related ones. Wider studies relating to
access to all types of hospice and SPC services would contribute to an
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understanding of factors which may influence access. Access to various types of 
services offered by hospices may however differ from one to another, and are 
therefore not generaiisabie across the range of services. Each needs to be 
examined separately. To address the identified gaps it is necessary to examine the 
admission process, from the perspective of those involved, in the next chapter i will 
outline the study aim and objectives based on the outcome of the literature review 
and describe the chosen methodological approach for the study.
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CHAPTER 3. METHODOLOGY
3.1 Introduction
In this chapter i present the study design, i begin by identifying the study aim and 
objectives. The methodologicai approaches considered during the research design 
are outlined and the reasons for selecting a focused ethnographic approach 
explained. Consideration is given to the differences between traditional ethnographic 
research and a focused ethnography. I aiso discuss the implications of using a 
social constructionist lens when conducting ethnography. The study of judgement 
and decision making is then considered, integral to the decisions made in the 
development of the study was my position and perspective both as a nurse and a 
researcher. The role of participant observer and reflexivity in this research process 
is aiso described in this chapter.
Study aim and objectives.
The aim of the study was to describe and explore the judgement and decision 
making processes that occur in clinical practice when prioritising patients for hospice 
in-patient admission.
Objectives
• To identify the reasons why some patients are felt to require hospice admission 
and why others are not.
• To explore why one patient’s need is prioritised more highly than another.
• To identify what information participants use when making judgements and 
decisions about admissions.
• To examine the information, beliefs and values upon which such decisions are 
based.
• To examine who is involved in such decisions and what roles they play.
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3.2 Methodological approach
The appropriateness of a particular research approach is dependent upon the match 
between the research question and the chosen method (Punch, 2006). Modern 
hospice care has been subject to rapid development and change since its inception, 
as discussed in chapter 1. issues regarding equity of access have been and remain 
central debates in relation to this field of health care. The review of the literature 
identified that a small number of research studies have, in part, contributed to an 
understanding of ‘which’ patients have been admitted to hospice inpatient units and 
why they were admitted. Using a variety of research methodologies previous studies 
have produced valuable data relating to the socio-demographic and disease related 
factors associated with hospice admission. There aiso exists an important body of 
qualitative research providing insight into the nature of the work conducted in these 
organisations and the culture and beliefs of those working in them. The existing 
empirical studies and other literature do not however fully explain ‘why’ or ‘how’ 
particular populations of patients came to be admitted to hospices. There is 
evidence of major debate within the speciality regarding the appropriate use of its 
resources and no agreed criteria for hospice inpatient admission from a national 
policy perspective.
The area of interest for the study was to achieve a greater understanding of what
occurs in the hospice inpatient admission process. As discussed in Section 1.8 the
outcomes of admission processes were not viewed as the product of a fixed reality,
rather the product of something constructed and organic. The study design was
therefore based upon a relativist ontology which views society as the product of
peoples’ interactions with each other (King & Horrocks, 2010). Achieving such an
insight required an in-depth description of the process, and the judgements and
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decisions made within it; this required a qualitative research approach.
Based on my experience as a community palliative care nurse, decisions regarding 
hospice inpatient admission were commonly made in a group forum, at daily 
meetings attended by a multidisciplinary team. These meetings and the actions and 
interactions of the clinicians involved were initially identified as an appropriate and 
identifiable focus for the study. An ethnographic research approach was selected 
because the primary purpose of ethnography is to provide in-depth description of a 
group culture from the perspective of its members by systematic observation of a 
group’s activities, language and customs (Dempsey & Dempsey, 2000). Culture has 
been defined as “the socially acquired and shared knowledge available to the 
participants or members of a setting” {Van Maanen, 1979:539). Traditionally rooted 
in cultural anthropology ethnographers commonly studied social groups with which 
they were not familiar.
Historically, associated with a researcher’s involvement in an informant’s territory 
over a long period of time (Agar, 1983), such fieldwork has been described as 
analogous to a “hike through the social and cultural wilderness” (Fetterman, 
2010:33). it amounted, therefore, to a journey into an uncertain and previously 
unchartered terrain. Traditionally ethnography was characterised by the researcher 
conducting lengthy periods of prolonged participation in the culture of interest. 
Researchers lived and worked in the communities they studied for months to a year 
or more. For an ethnographer, exposure to a culture of interest over time was felt to 
reveal patterns of behaviour and the beliefs and expectations of the people 
concerned (Fetterman, 2010). The anticipated outcome was that ‘meaning’ 
somehow became clear when researchers immersed themselves in the culture or 
group and observed what took place. Such an approach has however been
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criticised as simpiistic. First, because of a failure to recognise that ail researchers 
bring with them preconceived ideas, second, that it can result in poorly focused 
studies, and third that such an approach ignores the need to build cumulative bodies 
of knowledge (Silverman, 2010).
Atkinson and Hammersiey (2007) highlighted that the problem of understanding 
applied not only to others societies but aiso to one’s own. This resonated with my 
position as a paiiiative care nurse with experience of working in hospices, yet feeling 
I did not fully understand what was going on in respect of the practices observed 
around inpatient admission. In the anthropological tradition, the value of extended 
periods of participant observation in an unfamiliar culture was based on the 
assumption that, “one comes to understand something by seeing it as an outsider,” 
(Sanday, 1979:528). This did not reflect my position as researcher. Based on my 
experience as a paiiiative care nurse I would position myself as ‘belonging’ to the 
hospice and SPC community and therefore very familiar with many aspects of its 
culture, it was precisely this situation that ied to the development of the research 
question. My nursing background held potential advantages such as having a prior 
understanding of the language and practices used in the world of hospice. The title 
of nurse I believe enabled me to gain access to sites which otherwise may not have 
been granted. Familiarity with the culture being studied however aiso raises 
potential problems. There may be greater difficulty maintaining sufficient distance to 
recognise the features of ordinary daily activities (Eberie & Maeder, 2011 ).
Many variations of ethnographic study design have evolved to the point that it is 
difficult to find an agreed definition of what constitutes ethnography. Some studies 
are now identified as employing an ethnographic approach, distinguishing them from 
traditional ethnography (Lambert eta!., 2011). The ethnographic approach has been
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increasingly used in the study of organisations where studies are: “based primarily 
on data about how actors work, act and interact in their natural environment as they 
go about their daily activities” (Eberie & Maeder, 2011:54). Sinding (2010) 
advocated institutional ethnography as a methodology as this has the potential to 
reveal how disparities are produced in the operation of health services, specifically 
in cancer care, institutional ethnography involved focusing on the work performed by 
patients to access health services, and the institutional processes operated by the 
professionals, in order to explain the relationship between the two. The value of this 
approach was identified as the ability to capture routine practice, what actually 
occurs at a micro level, thereby being able to understand or explain how an action 
may influence service delivery (Sinding, 2010). Whilst such an approach initially 
appeared appropriate for the study it was considered insufficiently focused.
Another type of ethnography, termed critical ethnography, proposes that knowledge 
is neither neutral nor objective. The aim of critical ethnographers is to examine 
inequality of power, hidden agendas and power differentials (Thompson, 2011), as 
one of the relationships that may be discerned among social groups is the 
distribution of power (Robinson, 2013). On the basis that there was no 
presupposition regarding inequalities or power differentials in relation to hospice 
admission processes, a critical ethnographic methodology was not felt appropriate.
The decision not to conduct a conventional ethnography was influenced by the body 
of knowledge that already existed on hospice culture from previous ethnographic 
studies (James 1986, Hockey 1990, Froggatt 1995, Lawton 1998, Copp 1999, 
McNamara 2001, Li, 2002, Arber, 2004, 2007). In light of this I was interested in 
examining, in greater depth, the culture and beliefs associated with a specific aspect 
of hospice practice. A more directed approach was felt appropriate to answering the
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research question and potentially contributing to the cumulative body of knowledge 
on hospice culture from a different, more focused perspective.
Acknowledging its various forms, an ethnographic approach has been identified as 
having two key criteria: “a field-orientated activity that has cultural interpretations at 
its core, although the levels o f those interpretations vary,” (Lambert et ai., 2011:18). 
The chosen methodology needed to facilitate exploration of the specific area of 
hospice practice i was interested in. Focused ethnography is a research strategy 
identified as complementary to conventional ethnography which is particularly 
appropriate to the investigation of socially and culturally, highly fragmented and 
differentiated contemporary society (Knoblauch, 2005:)
3.2.1 Focused ethnography
From a sociological perspective, events and key situations are the basic segments 
of social life and whole societies. Social relations and networks depend on particular 
events and encounters. Studying these building blocks of society is therefore an 
appropriate task for sociologists (Knoblauch, 2005). A communication gap has been 
identified between anthropologists, health care policy makers and practitioners. The 
gap relates to the benefits of understanding the cultural beliefs and knowledge 
systems influencing peoples’ behaviour and decision making. Peito and Peito 
(1997:147) suggested an approach to data collection which could produce: 
“systematic data concerning cultural beliefs and knowledge that can be directly 
useful in health care programs” termed a focused ethnographic research strategy. 
The approach facilitates a focus on specific decision making contexts and allows for 
the examination of a ‘microsystem’ of cultural knowledge (Peito & Peito, 1997). 
From this perspective hospice inpatient admission processes may be viewed as a 
‘microsystem’, and building block of broader hospice culture. Focused ethnography
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also offers a means of addressing specific questions which have practical 
applications for health care professionals (Roper & Shapira, 2000). As a researcher 
with a predominantly clinical background this description reflected the impetus for 
conducting the study.
Entering the research field sporadically for short periods has been recognised as 
common practice in studies utilising an ethnographic approach (Eberie & Maeder, 
2011). Short term field visits are a feature of focused ethnography, a research 
methodology useful to nurse researchers wishing to understand specific societal 
issues, it is however viewed as an emerging approach with limited guidance 
available on its use, particularly as applied to nursing research. Two identified uses 
are “to understand the meaning members of a subculture or group assign to their 
experiences” and to “study the practice of nursing as a cultural phenomenon” (Cruz 
& Higginbottom, 2013:38). Describing and uncovering cultural beliefs and practices 
amongst different groups or health care settings can improve understanding of the 
complexities of common situations (Roper & Shapira, 2000). The features 
differentiating a focused ethnography from a ‘conventional’ ethnography have been 
identified by Knoblauch (2005) and are shown in Table 2.
Table 2. Comparison between conventional and focused ethnography
Conventional ethnography Focused ethnography
Long term field visits 
Experientiaiiy intensive 
Time extensity 
Writing
Solitary data collection and analysis 
Open 
Social fields 
Participant role 
insider knowledge 
Subjective understanding 
Notes
Short term field visits 
Data/analysis intensive 
Time intensity 
Recording 
Data session groups 
Focused 
Communicative activities 
Fieid-observer role 
Background knowledge 
Conservation 
Notes and transcripts
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The first major difference between conventional and focused ethnography is the use 
of short term as opposed to long term field visits. A criticism of such an approach 
has been that they are ‘superficial’ in comparison with the long term, experientiaiiy 
intensive field visits conducted by conventional ethnographers. This criticism is 
refuted on the grounds that, though less time may be spent in the field, the time 
spent is more data intensive (Knoblauch, 2005). Focusing on a specific area of 
hospice process using a focused approach facilitated the concentration of attention 
and data collection on the area of specific interest. Short term field visits aiso 
allowed for the examination of this aspect of hospice work at more than one site, 
which would not have been feasible using a traditional ethnographic methodology.
Knoblauch (2005:2) also highlighted that the increasing specialisation of 
professional activities requires “ever detailed descriptions of people’s ways o f life 
and their increasingly specialised and fragmented activities”. The research 
instruments used to study such activities in turn need to be more flexible, short-term 
and focused. Based on my nursing experience the hospice admission process 
appeared to be a particular and discrete activity occurring within hospices that 
appeared worthy of, and amenable to, closer research attention. A more detailed 
account of the implications of using a focused ethnographic approach for the 
methods of data collection is provided in chapter 4.
3.2.2 Social constructionism and ethnography
Ethnographic fieldwork aims to achieve naturalistic descriptions of everyday life. The 
approach involves documenting and representing daily life by the use of thick 
description (Geertz, 1973). The study described in this thesis adopted such an 
approach but also incorporated a social constructionist orientation. The increasing 
use of the term ‘social construction’ in sociology and other disciplines has been
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attributed to Berger and Luckmann’s (1966) publication on the social construction of 
reality. The focus of interest was the way knowledge is shaped by social processes 
and how meanings are created through social interaction. Social order from this 
perspective is an ongoing human production and from an ontological perspective 
exists only as a product of human activity (Bergman & Luckmann, 1966).
Defining a social constructionist study is a contested issue. Social constructionists 
were described by Weinberg (2008) as researchers:
“who seek to demonstrate that or specifically how certain states o f affairs 
that others have taken to be eternal and/or beyond the reach of social 
influence are actually products o f specific socio-historicai and/or social 
interactional processes” (Weinberg, 2008:14).
in everyday life people constantly make choices based on how they understand the 
alternatives available to them. The choices they make, and are accountable for, 
subsequently influence and constrain future choices and actions. As the choices 
become lost from sight taken for granted assumptions emerge. A constructionist 
approach allows for the recognition, study and analysis of such processes (Best, 
2008:57).
The difference between ethnography and social constructionism can be explained in 
terms of the ‘what and ‘hoW questions (Holstein & Gubrium, 2008). Whilst the 
naturalistic focus of ethnography is to ask ‘What is going on?’ A constructionist 
orientation prompts questions about how social worlds are produced and 
maintained. Whilst the traditional ethnographic interest in what informants say about 
their world remains vitally important, constructionist ethnographers adopt a different 
focus. Their interest lies in the activities, through which people “construct, manage, 
and sustain the sense that their social worlds exist as factual and objectively “out
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there” apart from their own actions” (Holstein & Gubrium, 2008:375). Naturalistic 
fieidworkers are interested in what informants say about their lives in order to 
understand what things mean to them (Holstein & Gubrium, 2008). informants are 
individuals and of interest to me was the relationship between individuals and social 
groups in this process.
3.2.3 The study of judgement and decision making
At the outset of considering how to approach the study my clinical background drew 
me to focusing on patient assessment as a means of addressing the research 
question, i was familiar with the Lens Model (Brunswick, 1943, Cooksey, 1996a) as 
a tool with which to analyse the nursing assessment of a patient. An adaptation of 
the Lens Model has been used to study the nature of the variables used by 
respondents when arriving at a judgement concerning the construct of overall 
effectiveness. Davis and Plas (1983) examined consumer judgements of the overall 
effectiveness of a special education programme. Using open ended interviews with 
consumers of a training experience the relevant cues or important variables used in 
arriving at judgements were identified. Each variable was then rated on its perceived 
level of relevance by a group of service delivery providers. The literature relating to 
hospice admission suggested that the judgements and decisions to admit a patient 
were not fully understood. Different types and categories of information are used to 
make a judgement about which patients should take priority for hospice admission 
(Eagle, 2002, Eagle & de Vries, 2005). i was interested in achieving a better 
understanding of the information clinicians used in practice when making decisions 
and how that information was interpreted.
Judgement and decision making have been studied by many disciplines, and 
different theories have emerged in an attempt to explain it (Thompson & Dowding,
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2002). Decision making is however complicated and the current body of knowledge 
is yet to be integrated into a coherent theory (Nutt & Wilson, 2010). As a research 
area it presents conceptual and empirical dilemmas which have ied to two 
approaches to its study, prescriptive models and descriptive models (Franz & 
Kramer, 2010). Prescriptive or normative models focus upon maximizing the 
expected utility or value of a decision based upon utility and probability theory. Aiso 
referred to as normative models these predominantly originated in the field of 
statistics and economics. When normative models were applied to decisions made 
in real life any failure in reaching the correct decision was interpreted as the failure 
of the decision maker to utilise the correct formula.
Researchers then developed an interest in measuring how well unaided decision 
makers performed compared to those trained in prescriptive theory. From this work 
developed first generation descriptive theories which subsequently led to the 
emergence of second generation descriptive research and theory, aiso termed 
naturalistic research and theory. This approach originated in the field of psychology 
and attempts to describe how decisions are actually made and views decision 
making as a form of problem solving (Beach & Connolly, 2005). The debate 
between the relative merits of descriptive and prescriptive approaches to decision 
making has polarised nursing attention on the issue. Viewed in this way, it is argued 
that “neither o f these two positions offers a unitary theory abie to reconciie the 
apparentiy different worids of normative theory and ciinicai reaiity”. Adopting a 
middle ground between the two extremes was recommended as a way to move 
forward (Thompson, 1999:1227).
The foundation of descriptive research was Egon Brunswick’s work on perception 
(Beach & Connelly, 2005). Brunswick (1943) proposed a novel approach to
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psychology termed ‘Probabilistic Functionalism'. The premise of functionalism is 
summarised as:
“If one wants to understand the behaviour o f an organism, one must 
strive to understand that organism in its ecology -  that is, to understand 
those aspects o f the environment that the organism is perceiving and to 
which it is responding in order to attain its goals” (Doherty & Kurz, 
1996:122).
The degree to which an organism successfully attains its goals is termed 
achievement. This argument challenged the view that the key to understanding 
behaviour lay in understanding the organism alone. Consideration of environmental 
factors was aiso required.
The relationship between an organism and its environment could not be explained in 
terms of universal truths: “The most important feature o f the general relationship 
between distal and proximal stimulus variables is its lack of univocaiity” (Brunswick, 
1943:256). Ambiguity was identified as present in the stimulus, or cues, from the 
environment to the organism and in the way those cues were interpreted 
(Brunswick, 1943). These relationships were therefore probabilistic and uncertain. 
Brunswick concluded that for an individual perceiving and attempting to explain their 
environment, barring control of all variables: “The best he can do is to compromise 
between cues so that his posit approaches the ‘best bet’ on the basis o f ail the 
probabilities, or past relevant frequencies, of relevant interrelationships lumped 
together” {Brunswick, 1943:259) The Lens Model shown in Figure 1 on page 126 
was presented as a means of diagrammaticaiiy representing this situation.
The model offers a means of depicting the relationship between the environment 
and the cognitive processes of the judge, it has been extended and varied to three 
system designs each facilitating more advanced analyses, including statistical
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modelling to establish cue weight and function forms. The single system design 
shown in Figure 2 on page 126 is the simplest model and facilitates the study of a 
person’s judgements in the absence of a known ecologicai criterion. This enabies an 
examination of which cues are important to judgment and how they are utilised. The 
single system design does not ailow for a comparison with the actual environmental 
outcomes facilitated by the double and triple system designs (Cooksey, 1996b).
From its origins in probabilistic functioning and the study of perception the Lens 
Model was utilised to study individual judgement and decision making. From this 
perspective judgements are assumed to be the resuit of “the integration o f different 
cues or sources of perceptuai information from the environment,” (Cooksey, 
1996b:141). In contrast to prescriptive approaches it allows for analysis of 
judgements by decomposing the judgement process after judgments have been 
made. Social judgement theory evolved as the principles were applied to a variety of 
different probiems (Doherty & Kurz, 1996). Cioffi (2002) observed that nurses make 
numerous judgements in their daily working lives. Understanding how judgements 
are made, and their accuracy is therefore important for practice. The study of 
judgement in clinicai nursing practice has focused predominantiy on patient 
assessment and care planning. Inaccuracy and variation in the judgement process 
can however impact on patient care. An intégrai part of this activity Dowding (2002) 
contends is associated with the assessment of risk so it is vital to understand the 
information that ‘feeds’ these processes. Social judgement theory, it is suggested, 
offers one way of examining information use between individuals.
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Figure 1. The Lens Model. (Reproduced from Cooksey, 1996b)
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Figure 2. The Single System Design. (Reproduced from Cooksey, 1996b)
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Social Judgement Theory has been applied to the study of medical decision making 
specifically the diagnostic process. Hammond (1996) identified a lack of clarity 
regarding two distinct research paradigms guiding research in medical decision 
making which he termed coherence theory and correspondence theory. Coherence 
researchers focus on the rationality of a judgement. Correspondence researchers 
focus of on how accurate a clinician’s judgement is, as opposed to how it can be 
rationally justified. The Lens model approach facilitated such enquiry from the 
perspective that a patient offers tangible surface indicators or cues (i.e. signs and 
symptoms) of their intangible state or condition. It distinguishes between the 
information used as indicators and a clinician’s interpretation of them. The indicators 
are, however, identified as fallible in that they do not indicate with any certainty the 
specific underlying cause.
Hammond (1996) identified that the presence of multiple indicators requires the 
clinician to organise and integrate them, to enable them to make a judgement about 
the patient’s condition by inference. If applied to the study of inpatient admission the 
ecology would be the admission request. The cues would be the different types of 
information the person uses to make a judgement on the request. Science is, 
however, unable to provide perfect information regarding the nature of certain 
problems. Experts are therefore required to make inferences about them, such as 
determining their severity or recommending possible solutions to them. Experts do 
not, however, always agree leading to uncertainty (Mumpower & Stuart, 1996). For 
Doherty and Kurz (1996:28), “An environment characterised by uncertainty, 
confiicting goais, and parties w/f/? different interests, is a recipe for escalating conflict 
and the attribution o f Hi wiii”. Social Judgement Theory presents a means of 
analysing and understanding the sources of expert disagreement by identifying
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categories and sources of structural disagreement among experts. Three identified 
sources of disagreement are; different problem definitions, different information and 
different organising principles which can be applied to describe the way individuals 
and organisations deal with problems. (Mumpower & Stuart, 1996).
Social Judgement Theory was also a precursor to the development of Cognitive 
Continuum Theory (CCT) (Doherty & Kurz, 1996). The theory views cognition as 
oscillating between analytical and intuitive modes, as opposed to operating in one 
mode or the other. Six modes of inquiry are presented as descriptions of the ways 
individuals and organisations deal with problems. Mode one refers to true analytic 
experimentation. Mode two includes moderately strong analytical experimentation 
that involves control groups and statistical inference. Mode three refers to weak 
analytical experiments that do not meet the control criteria required in mode two. 
Mode four describes strong quasi-rational judgement. Mode five is concerned with 
data-based expert judgment and mode six described as expert judgment 
unrestrained by data to expert judgement unrestrained by data (Hammond, 1996). 
Judgements made in mode six are associated with vicarious functioning and shifting 
cue utilisation and an inability to describe one’s judgement process. What 
characterises the transition from Mode six to Mode one is an increasing 
decomposition and externalisation of the judgement process. The most common 
form of cognition, termed quasi-rationality, includes elements of both analytic and 
intuitive cognition (Doherty & Kurz, 1996).
Medicine has historically adopted prescriptive approaches (Mode four), in an 
attempt to improve the quality of decisions such as Bayes Theorem, a rule of 
probability (Hammond, 1996). Nursing has however resisted these in favour of 
descriptive approaches arguing that a humanistic approach is more appropriate to
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the types of decisions made by nurses. One of the strengths of the cognitive 
continuum Harbison (2001) suggests is an inherent focus on maximising the quality 
of decisions. The theory promotes consideration of the types of decision to be made 
and which mode of cognition is the most suitable. The emphasis is on enhancing 
quality and nurses need to consider how and when utilising system aided judgement 
(Mode four) might contribute to the evidence base for clinical practice.
The Lens Model originally developed within the field of cognitive psychology as a 
tool to understand how an individual responded to its environment. It incorporates 
multiple correlation and regression-based statistical analysis (Cooksey, 1996b). 
Though rooted in psychology, the Lens Model has been related to the sociological 
study of culture by Geertz (1973:26). He identified the study of culture not as an 
experimental science in search of law but an interpretive one in search of meaning. 
The very nature of an interpretive approach makes its essential aim: “not to codify 
abstract reguiarities but to make thick description possible, not to generalize across 
cases but to generalize within them” (1973:26). As such Geertz (1973) paralleled the 
study of culture to the study of clinical inference that occurs in medicine and 
psychology.
The Lens Model is particularly appropriate to the study of clinical inference because 
medical inference is based on multiple fallible indicators, signs and symptoms 
(Hammond, 1996). In the study of culture the cues are not patient signs and 
symptoms but symbolic acts or clusters of symbolic acts which enable the analysis 
of social discourse (Geertz, 1973). As discussed in section 2.5.1 hospice inpatient 
admission is influenced by patient specific factors and therefore incorporates patient 
assessment. The process is also influenced by other service specific factors 
including hospice culture. Gaining insight into the factors influencing admission
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therefore required consideration of these different aspects presenting potential 
challenges.
A focused ethnographic approach, focusing on culture, used in conjunction with a 
theoretical framework originating in psychology, presented potential tension. Social 
constructionism is however a generic name for ways of conceptualising the projects 
of psychology and sociology (Harre, 2002). Social constructionism incorporates 
methodological approaches appropriate to “attaining an understanding of the mentai 
and social lives of human beings, by human beings” (Harre, 2002:611). In terms of 
developmental psychology, from a social constructionist perspective, higher mental 
functions are appropriated from social processes, psychological phenomena may 
therefore be viewed as socially constructed (Harre, 2002).
The Single System Lens Model design (Cooksey, 1996b) offered a framework to 
examine what types of information were sought or used by individuals involved in 
the hospice admission process. It presented a starting point and focus to examine 
what variables were important to judgements and how they were utilised, ultimately 
revealing the value systems of those involved. The role of theory in ethnography has 
been an area of debate. For Anderson (2002) theoretical concepts enhance an 
ethnographic researcher’s explanatory and interpretive powers when not taken too 
literally. Wilson and Chadda (2010) further explored the relationship of theory and 
ethnography. An ethnographic approach was viewed as useful both in the context of 
discovering new concepts or previously undescribed relationships, and deductively 
to test, explain or advance empirical assumptions in the context of validation. 
Testing prior theoretical arguments in a deductive process is not the only way theory 
may have a role in ethnographic research. Theoretical insights may be utilised 
inductively “to inform the interpretation o f data uncovered in the context of
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discovery” (Wilson and Chadda, 2010:3). Social Judgement Theory and the Lens 
Model were not used in this study to inform its design or the methods of data 
collection but to inform the conceptualisation of the decision making process. It 
offered a means to examine its construction. No studies identified in the literature 
review used the Lens Model to examine this type of clinical activity in hospices.
Hospice admission processes and decisions involve both individuals and groups. 
The relationship between them and the relative influence of one upon another was 
therefore of interest. Improving understanding of hospice admission practices 
required insight into how individual informants viewed their world and how that 
contributes to group culture. In turn, the ways individuals understand and represent 
local realities is shaped by local culture, organizational settings, and institutional 
structures (Holstein & Gubrium, 2008). The methodological approach to the study 
adopted a social constructionist stance and used a focused ethnographic approach. 
The Single System Lens model design was used as a framework to present the 
findings.
3.2.4 Participant observation and reflexivity
Underpinning the use of qualitative research approaches to the study of palliative 
care is an acceptance that those involved are part of the social world they are 
examining. They are an integral factor in all stages of the process from data 
collection to the analysis of findings (Ingelton et ai., 2001). Conducting a focused 
ethnography also presupposes that the researcher has an intimate knowledge of the 
field under study (Knoblauch, 2005). This was consistent with my situation as 
researcher with a nursing background in palliative care. Such knowledge however 
presents methodological difficulties which need to be taken into account, requiring 
the researcher to be reflexive (Roper & Shapira, 2000).
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Fundamental to an ethnographic approach is the ability to grasp the native’s point of 
view, the ‘emic’ perspective, whilst acknowledging that of the researcher, the ‘etic’ 
perspective (Gobo, 2011). The ‘emic’ or ‘insiders’ perception of reality is central to 
accurately describing and understanding situations and behaviours. The etic 
perspective relates to the scientific or external perspective of reality (Fetterman,
2010). From a social constructionist perspective an inherent presupposition is that 
human activity is subject to habitulization. Frequently repeated actions develop into 
patterns which can be reproduced with a minimum of effort. Whilst those actions 
remain meaningful to individuals they become embedded, routine and taken for 
granted. An important outcome of this process is that it narrows an individual’s 
choices. The psychological gain associated with this is in preserving energy by 
providing structure and direction to human activity (Berger & Luckmann, 1966). The 
call for reflexivity was a response to the polarised ‘insider-outsider’ debate which 
failed to recognise that ‘insider-outsider’ status may vary with different times and 
settings. It was also predicated on an assumption of an objective reality amenable to 
scientific observation (Allen, 2004).
As a consequence of working for many years in either a hospice or SPG team I view 
myself as highly habitualized in this particular social world. Initially the challenge 
appeared to be distinguishing between the ‘emic’ and ‘etic’ from my perspective. 
Being part of the SPG community and familiar with the practices of one or two 
hospices did not necessarily equate to being familiar with the practices of all 
hospices. The majority of hospices are independently run organisations with unique 
characteristics. It could therefore be argued there was a distinction in my position as 
belonging to the specialty as a nurse and entering unfamiliar hospice sites as a 
researcher. I was a stranger to the varying structures and processes operated by
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the individual organisations visited. Activities in other hospice organisations were, to 
a degree, unfamiliar and unchartered terrain for me as a researcher. Though familiar 
with many hospice processes the original motivation for asking the research 
question was my inability to explain or understand the outcomes of the admission 
processes I had been involved in. On reflection this may have been the result of 
having become habitualized in hospice care and conducting the study was a means 
of taking a step back in order to look at the issues from a different perspective.
The purpose of the study was however not simply to reveal the varying structures 
within which hospice admission was facilitated in different organisation. Ingleton et 
al. (2001) highlight that when conducting this type of research evaluators see 
themselves as active participants in the process. There is therefore a requirement 
for self-awareness and a reflexive account of their own premises and role in shaping 
and interpreting events. Reflexivity has its origins in concerns about researcher bias 
and implementing steps to minimise these. It is also however a tool for gaining new 
depth in research “by being cognizant o f one’s own views and social position and o f 
the effect these may have on the research process and on those being researched” 
(McCabe, 2009:1522). Keady (2007) points out that inquiry may also be viewed as 
co-constructed whereby the narrative, as told by the research subject, is developed 
into theory by the researcher and when returned to the participant they come to see 
and understand their world in a new way. From this perspective the study was 
conducted from the perspective of being a participant in the cultural world o f 
hospice.
Allen (2004) contends that reflexivity is a term frequently used in the literature, 
though often imprecisely. She identified the dimensions of reflexivity which apply to 
a field work role in terms of the influence of the researcher on the study and the
133
influence of the research field on the researcher. This relates to how a study “is 
fiitered through the very particuiar interpretive iens of the researcher and, as such, 
reflects their individual history and biography as well as their theoretical perspective” 
(Allan, 2004:15). On reflection i feel that the methodological approach adopted in 
the study reflects to some degree my own attempts to grapple with my position as 
‘observer’ in the study. The methodological approach enabled me to insert filters in 
an effort to, both see myself, and position myself more an ‘outsider’. This likely 
reflected the positivistic biomedical influence of my nurse training which initially 
prompted me to view myself in these terms. Conducting data collection at several 
sites with which I was not familiar reinforced this sense.
Arber (2006) discussed a need for nurses conducting ethnography in their own field 
to balance closeness and distance. A combination of data collection approaches 
was proposed as a means of achieving this, namely the use of naturally occurring 
data that is not ‘researcher provoked’ and which was audio recorded, as well as 
interviews. Whilst I view the use of naturally occurring recorded data as useful in 
facilitating some distance from my perspective, this did not come wholly from a 
sense that the data was not ‘researcher provoked’. It emerged from the opportunity 
the transcriptions offered to take a close and considered look at what the clinicians 
discussed, enabling ‘distance’ between my, initially likely taken for granted response 
to the dialogue, and a more analytic approach.
The descriptive role of ethnography is a balanced documentation of “that which can 
be publicly agreed to have occurred, with those things the ethnographer and local 
participants find notable” (Carbaugh et ai., 2011:157). Further, it is precisely the 
ability to select a description that differentiates an ethnographer from an audio­
recorder (Carbaugh et ai., 2011). On this basis the audio-recording of naturally
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occurring data does not diminish the influence of the researcher and the study must 
ultimately be viewed as a co-construction.
Other dimensions of reflexivity in field work identified by Allen (2004) were an active 
acknowledgement that the researcher’s presence in the field will influence what is 
being studied and that conducting the research will have an effect on the researcher 
(Allan, 2004). My presence in the field undoubtedly influenced what occurred at the 
time, and the change in my perspective regarding my role in the research process 
as the study progressed was significant. These factors will be discussed in the 
following chapters in relation to data collection and data analysis.
3.3 Summary
In this chapter I have outlined the aim and objectives of the study. Consideration 
was given to other possible methodological approaches and the rationale for 
choosing a focused ethnographic approach discussed. I have outlined the major 
differences between a conventional and focused ethnography and explained how 
this influenced decisions about the study design. Issues relating to a social 
constructionist approach to ethnography and the study of judgement and decision 
making have also been explored.
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CHAPTER 4.
METHODS OF DATA COLLECTION AND ANALYSIS
4.1 Introduction
The methods of data collection used in the study and the reasons for their selection 
are outlined in this chapter. Consideration is first given to the ethical dimensions of 
the study. An account is given of the application for Ethics Committee approval and 
difficulties associated with this. Issues relating to sample selection and gaining 
access to the study sites are then discussed. The chapter continues with a 
discussion of the strategies adopted to enhance the rigour and trustworthiness of 
the study. The process of data analysis is then described.
4.2 Ethical considerations
The conduct of any study requires careful consideration of the ethical implications 
for all involved, either directly or indirectly (Punch, 2006). Qualitative research 
methods which involve data collection from naturalistic, real life settings are 
identified as potentially more intrusive for participants and may result in a more 
reactive response in them than some quantitative methods. Key issues include 
informed consent, confidentiality and consideration of any potential risks of 
conducting the study (Patton, 2002). Application was successfully made to the NHS 
National Research Ethics Service (NRES) and subsequently to the University Ethics 
Committee (See Appendix 1). The process however resulted in some procedural 
difficulties which raised interesting ethical questions.
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4.2.1 Gaining consent
Consent was a key issue as completion of the study required access to several 
hospice organisations, organisational documentation, clinical teams and individual 
clinicians, it was necessary to seek consent at all levels of the process. When I 
initially approached NRES I was advised that prior to making an application I would 
need to approach prospective sites first, to establish if they would be willing to 
participate. Following discussion with one potential site they advised that in order to 
make such a decision they required comprehensive information in the form of a 
research proposal. This would have involved sending all relevant information about 
the study to prospective sites before making an application to NRES. I felt sending 
out research proposals to organisations without prior Ethics Committee approval 
was problematic. I viewed the organisations themselves as participants on the basis 
that the study involved examination of organisational practices and documentation. 
The NRES administrator advised that it was difficult to guide me as there were 
conflicting views as to the order with which to proceed. The application of rules has 
been identified as one aspect of the evaluation of proposals by Research Ethics 
Committees. Committee members have been shown to interpret the rules or the 
facts to which the rules apply differently (de Jong et al., 2012). The issue appeared 
to be identifying the point at which proceeding with the research process required 
ethical approval. I felt it was inappropriate to send the completed proposal prior to 
gaining ethical approval. The situation also presented a potential for gaining consent 
from an organisation based on one proposal which was then subsequently declined 
ethical approval.
The need not to go back and forth between organisations and NRES was a 
significant one. The submission process was time consuming both administratively 
and practically in terms of waiting for the application to be processed. I referred to
137
the National Research Governance Framework (DH (E), 2005c) for guidance. This 
however only referred to individual participants not organisations as participants. I 
decided to write a letter to potential sites briefly outlining the proposed study and 
seeking a provisional interest in participating (See Appendix 5). Having received 
some positive replies expressing an interest in participation the application to NRES 
proceeded.
The process of applications to Ethics Committees has been criticised on a number 
of levels. One concern relates to the ability of the current structures and processes 
to address the ethical requirements and methodological approaches of qualitative 
studies. This is due to review processes that take a predominantly positivistic 
methodological stance (McAreavey & Muir, 2011). Completion of the NRES 
application form for this study required information on the total number of 
interventions or procedures to be received by each participant, and the average time 
taken for the intervention or procedure. It was not possible to accurately predict this 
information so it required a best guess. The same problem arose when asked to 
identify the minimum and maximum sample size for the study. From a qualitative 
research perspective the approach to sample size or volume of data collected is 
guided by theoretical saturation. Saturation is the point at which no new insights are 
gained from the data collected (Bowen, 2008). A best guess, regarding sample size 
was therefore given. Only later in the research process did the implication of the 
best guess become apparent. Having identified a sample of six to eight hospices I 
felt a degree of obligation to comply with it. I do not believe the ethical integrity of the 
study would have been comprised by visiting either five or nine sites, but to have 
done so would have involved resubmission for an amendment to the ethical 
approval. The potential risk of the situation is that choices are made in the study 
design and development for the wrong reasons. The NRES process lacked the
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flexibility to address such issues because it was designed to accommodate all types 
of study, including medical clinical trials.
With the necessary NRES and University Ethics Committee approvals in place, sites 
that had expressed an interest were sent a copy of the full proposal. Application was 
also made to the organisations research governance group when required. Having 
achieved written organisational consent it was necessary to try to ensure that 
potential individual participants felt fully informed about the study and were given 
time to consider whether to participate or not. I offered preliminary meetings at 
prospective sites to meet potential participants to explain the study design and 
answer any questions. This process was supported by the provision of a Participant 
Information Sheet, a copy of which can be found in Appendix 3. At each episode of 
data collection, verbal consent was sought from all participants before data 
collection began, to confirm all were agreeable to proceed. Written consent was 
obtained following each episode on the basis that consent to use the data was more 
fully informed when given after the event. This facilitated an opportunity to stop the 
data being used at that point on the basis that individuals may not have fully 
predicted what data would be produced in a naturally occurring interaction.
One of the most challenging ethical issues raised by the study design was that of 
access to patient identifiable information. Attending clinical admission meetings 
where patient care was discussed required consideration of the need to seek the 
consent of the patients concerned. At an early stage such an approach was 
considered to be an additional burden to patients at an already difficult time and on 
a practical level very difficult to achieve. Alternatives considered were the possibility 
of asking clinicians to anonymise the data presented during the meetings. From a 
methodological perspective I felt this would fundamentally impact the natural flow of
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the discussion and interactions in the meetings. The patient identifiable features 
were also not the subject of interest, though protecting their interests was 
paramount. It was felt that given robust methods to protect patient anonymity, 
patient interests would not be compromised. Ethics committee approval was granted 
on the basis of an absolute assurance that the data would be handled with due 
respect to its confidential nature and sensitivity. The primary responsibility for the 
ethical conduct of any research study rests with the researcher and I had not 
predicted how the impact of that weight would affect me.
Research ethics committees offer a second tier of review but remain reliant on the 
integrity of the researcher as they are unable to police the system (Chalmers, 2011 ). 
From a personal and professional perspective the issue of access to patient 
information caused a significant degree of turmoil and was the reason identified by 
some organisations for declining to participate. The experience challenged some of 
my preconceptions, the first being that the decisions made by such committees were 
based on clear cut rules and guidelines. The reality was that some of the issues 
involved were much more problematic to be amenable to the application of simple 
rules and guidelines which can be open to interpretation. Second, I anticipated that 
the approval of a body such as NRES would address the concerns of any 
organisation I approached. Research ethics and qualitative research involve a 
multitude of approaches and perspective which are complex and contested (Ryen,
2011). The process of seeking Ethics Committee approval, though challenging, was 
an extremely important part of the research process and provided a degree of 
reassurance regarding the ethical integrity of the study. It did not however leave a 
sense that ethical considerations could stop once approval had been granted. On 
reflection I viewed this as a positive outcome because it reinforced the need for an 
ongoing review of ethical issues throughout the conduct of the study.
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4.2.2 Confidentiality
To fulfil the ethical requirements of the study all data were handled in a manner that 
protected the anonymity and confidentiality of all participants by the following 
means:
• Data were stored securely at all times only accessible to the researcher and 
supervisors.
• Only data relevant to the study were collected.
• Computer access was password protected.
• Transcribing was conducted by the researcher, data coded and anonymised.
4.2.3 Care of participants
The ethical integrity of any study is reliant not only on its design but also the spirit 
with which it is conducted. The protection and fair treatment of participants were felt 
to be important issues, specifically in relation to respecting their beliefs and 
opinions. It was necessary to implement mechanisms for addressing any concerns 
raised by participants during the course of the study. These are explained in the 
Participant Information Sheet (See Appendix 3). At each episode of data collection 
time was allowed to enable participants to raise any issues or concerns. Throughout 
the study no participants took the opportunity to raise any issues directly with me.
4.3 Sample strategy and gaining access
The composition of the study sample was purposive, determined by the need to
observe practice in naturally occurring situations. Purposive sampling requires
critical thought about the parameters of the population being studied, (Silverman,
2010). The sample needed to be selected from, and observed in, a naturally
occurring environment. It was therefore necessary to visit hospices so the sample
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was illustrative of the admission process. Admission meetings represented real time 
events at which admission decisions were made. The participants interviewed were 
identified by the organisations as those directly involved in the process and 
therefore able to provide an insider perspective. Whilst this approach was seen as 
advantageous in gaining an ‘emic’ perspective it was also potentially problematic. 
The entry point of any fieldworker is usually very consequential in terms of whom or 
what they will have contact with, which may introduce bias (Duneier, 2011).
4.3.1 Gaining access
Gaining access to sites in order to conduct an ethnographic study is a difficult and 
time consuming process. It is a process which influences the way you are viewed by 
participants and can thereby shape all aspects of the study (Seymour, 2007). Initial 
contact with sites took a top down approach in the form of a letter addressed to the 
identified clinical lead such as the Director of Clinical Services or Director of Nursing 
(See Appendix 5). The sites were selected from the Hospice Information Directory 
(Help the Hospices, 2009) with the original aim of achieving a sample that was 
geographically spread and included sites with a range of inpatient bed numbers. I 
therefore selected sites in the north of England, the midlands, south east and south 
west. This ultimately posed challenges and expense in terms of travelling to the 
sites. I purposely did not approach sites with which I had a previous personal 
connection to keep the process as objective as possible for all concerned.
Approaching unfamiliar organisations and asking them to consider being involved 
was one of the most challenging aspects of conducting the study. I found it very 
uncomfortable at all stages from the initial letter to the visits. Part of this difficulty 
related to choosing a focused ethnographic approach, specifically the initial focus on 
admission meetings at a number of sites. Having to go through the process once
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was difficult, approaching several sites multiplied those difficulties. Had I anticipated 
this it would have influenced me to select fewer sites. A total of 12 sites were initially 
approached with various responses. Four sites did not respond. Eight sites 
expressed an initial interest in participating subject to further information and, where 
required, successful application to the organisations research group for approval. 
Two sites subsequently identified that they did not meet the original sample criteria 
as they did not hold formal admission meetings. Both sites were approached again 
following application to amend the Ethics Committee approval (See Appendix 2) and 
agreed to participate.
One site withdrew its initial interest following a preliminary visit to discuss the study, 
due to concerns over patient confidentiality. This appeared to be related to a 
difference of opinion between the person who had initially expressed an interest in 
participating and other members of the multi-professional team, which became 
apparent during the preliminary visit. Application was made to five hospice research 
groups three of which agreed to participate. Two organisations declined due to 
concerns about confidentiality and data protection. A further site was subsequently 
approached and agreed to participate. The final sample was six hospice sites, four 
of which held admissions meeting, two did not. The sample was ultimately 
influenced by the willingness of sites to participate and the practicalities of data 
collection.
On reflection I wonder if issues around gaining access were, in part, related to the 
methodology and its focused approach. Requesting access to observe particular 
meetings and processes may have felt different from a participant perspective than 
requesting to conduct the type of observation associated with a conventional 
ethnography. The very focus of a focused ethnographic approach appeared to me to
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make the topic of research interest potentially more explicit but this may also have 
presented challenges. Asking to observe a very specific aspect of practice at 
specific times may have felt more like an examination and was consequently 
perceived as more threatening by potential participants. The approach also limited 
the time available in the field to build relationships with participants which presents a 
potential weakness in the chosen approach. A summary of the characteristics of 
each site is provided in Table 3, the information given is limited to maintain 
anonymity. Data were collected between October 2010 and November 2012.
Table 3: Summary of hospice sites
Site Geographical location Description Size/ No of in­
patient beds
1 Northern England Suburban location. Situated 
on the outskirts of a city. 
Provides inpatient, 
community and day 
services.
Large 
Over 25
2 Greater London Suburban location. On the 
outskirts of a city. Provides 
inpatient, community and 
day services.
Large 
Over 25
3 South East Urban location. 
Provides inpatient, 
community and day 
services.
Medium 
Under 15
4 South West Suburban location. Situated 
on the outskirts of a large 
town. Provides inpatient, 
community and day 
services.
Medium 
Under 25
5 South Suburban location. 
Provides inpatient, 
community and day 
services.
Medium 
Over 15
6 South East Rural location. 
Provides inpatient, 
community and day 
services.
Small 
Under 10
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Gaining access to the sites was, I believe, influenced first by the degree of 
motivation of potential participants to be involved in a research study. As such it 
required the support of a senior member of the hospice team. It interested me that 
the sites approached responded so differently to the request. It was evident that 
there was variability in the structures in place to deal with such a request, some 
being dealt with relatively informally other sites having in place a research group and 
formal processes for permission to be granted.
The second influencing factor in gaining access was, I believe, my nursing 
background. This was evident from the discussions with potential participants who 
asked about my background and appeared more relaxed on hearing that I was a 
palliative care nurse. I interpreted this as a response to them viewing me in some 
respects as an ‘insider’. It may be possible that this also influenced their degree of 
confidence that patient related data would be treated confidentially. Eight admission 
meetings were attended, two at each of the four sites that held them. Fifteen 
qualitative interviews were conducted with participants. A summary of the 
participants’ roles and the number of years they had worked in SPC is provided in 
Table 4. A summary of the interview participants by discipline is shown in Table 5.
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Table 4: Summary of interview participants by role and years worked in 
specialist palliative care
Role Years in pall care
Medical Consultant Not known
Advanced Nurse Practitioner 12
Administrator 18
Medical Consultant 13
Hospice at Home manger 13
In-patient unit manager Not known
Community CNS 4
Community Team Leader 6
Community CNS 5
Medical Consultant 24
Medical Consultant 10
Specialist Doctor 13
IPU Staff nurse 3
Junior ward sister 13
Senior ward sister 33
Range 3 - 33yrs 
Average = 13yrs 
(where data available)
Table 5: Summary of interview participants by discipline
Range of Roles Number interviewed
Medical Consultant 4
Specialist Dr or Registrar 1
Senior Nurse/Manager 5
In-patient Nurse 2
Community Nurse 2
Non Clinician/Administrator 1
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4.3.2 Participants interview sampling
The interview sample was self-selecting within each hospice so, to a degree, the 
organisations determined the individual participants. This was based on a request to 
interview people involved in the admission meetings or process with no further 
stipulation as to whom that should be. At all sites, the interview participants 
appeared to have been identified prior to my visit. It was not possible for me to know 
how that selection occurred. They may have volunteered when they heard about the 
study or were specifically asked by someone in the organisation if they would be 
willing to participate. The difficulty from my perspective was how to ensure those 
people were willing participants, given that the initial level of agreement had come 
from senior management. The risk was that they had been asked by a manager and 
consequently felt obliged to say yes. The interview sample was also largely 
determined by who was attending the admission meetings on the day, or the 
willingness of those who had a significant role in the process to be involved. On one 
occasion a participant made it known that they had been specifically asked if they 
would be involved. That they highlighted this, in a way others had not, prompted me 
to be very explicit that they were under no obligation to do so and that a decision to 
decline involvement in the study would remain completely confidential. The person 
however did agree to be interviewed.
The selection of the interview sample, determined by the participant sites, was 
therefore felt to represent the participants’ perspective on who was part of and 
contributed to the process. Van Maanen (1979:546) highlighted the need for 
awareness that in organisations:
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“What is proper may not be either popular or rational to all members of 
an organization and informants wiii differ greatly along these lines. The 
distribution o f knowledge about what is going on in any organization is 
an important part o f the sociology of that organization...” (Van Maanen, 
1979:546).
The sample of interview participants on the whole comprised those directly involved 
in the process day to day. The one exception was one of the sites that did not hold 
admission meetings. At this site the decision to admit was always made by a doctor 
with designated responsibility for admissions for the day. One of the interview 
participants was a nurse from the ward. At the second site that did not hold 
meetings the admission decisions were made by a nurse, this site did not offer 
interviews with any other members of the hospice team. The use of such a 
purposive sample was in keeping with the study design and focus.
Whilst the composition of the sample reveals something about the process, its 
limitation is the potential exclusion of knowledge or perspectives distributed in the 
wider hospice community, but outside those directly involved in the admission 
process. Hospice admission processes are influenced by other processes that occur 
more widely in both hospices and the organisations from which referrals are 
received. Whilst acknowledging these potential influences, the aim of the study was 
to understand the admission process from the insider perspectives of those directly 
involved in making the daily decisions regarding who is admitted to the inpatient 
unit. The limitations of this are further discussed in section 7.4.
4.4 Observation in the field
Ethnographic research was originally based upon direct observation and it is the 
more active role assigned to observation that distinguishes it from other 
methodologies (Gobo, 2011). A focus on observation of naturalistic or real clinical
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practice was considered important given the study aim. Earlier findings from the 
observation of admission meetings highlighted that factors influencing behaviour 
may not be immediately obvious from the perspective of someone directly involved 
in the process, (Eagle, 2002, Eagle & de Vries, 2005). A methodological approach 
relying solely on asking clinicians opinions about what influenced their actions and 
decisions may not therefore reveal their embedded beliefs. The formal meetings at 
which requests for patient admission were discussed presented a focus for data 
collection, a window into that area of practice. The study of meetings conducted 
within organisations has been identified as useful for researchers because such 
forums provide important information about an organisations social structure and 
culture: “It is in these forms, and only in these forms, that individuals are able to 
transact, negotiate, strategize, and attempt to realize their specific aims,” 
(Schwartzman, 1993:40). These meetings initially directed the sampling strategy 
however this approach was reviewed as the study progressed to include sites which 
did not hold formal meetings, as discussed in section 4.3.
4.4.1 The nature of observation in ethnography
Observation may comprise two approaches: non-participant and participant and a 
range of variations between the two. Non-participant researchers are described as 
observing from a distance, actively avoiding interaction that may influence the 
behaviour of interest. Participant observers directly interact with the study 
participants (Gobo, 2011). As previously discussed, one of the characteristics of 
focused ethnography as identified by Knoblauch (2005) is, the researcher adopts a 
‘field observer’ role as opposed to a ‘participant observer’ role used in conventional 
ethnography. This would describe my position in the field in the conduct of the study. 
An active decision was taken to interfere with neither the participants nor the 
process, particularly during the admission meetings. The aim was not to influence
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their behaviour. In practice this was impossible, the numbers of participants involved 
in the meetings were small. Invariably I was introduced to the group and seated as 
part of that group, not at a distance. To an observer my position in the groups would 
have suggested participation. To a listener it would have appeared as non­
participation. At no time did I comment upon or interact with the group during the 
course of a meeting. Realistically, however, the presence of an unfamiliar 
researcher with an audio-recorder inevitably had some influence.
The conduct of the study raised questions relating to the issue of observation in 
ethnographic research. As discussed in chapter 3, from the perspective of a 
conventional ethnographer, a potential weakness of the chosen methodology may 
have been that the field visits were sporadic and short in terms of time intensity. The 
primacy of observation as a method in ethnography is underpinned by the need to 
examine what people say they do, versus seeing what they actually do. This would 
require sufficient participation in their lives to allow adequate observation and 
recording of data (Fetterman, 2010). The centrality of observation in the conduct of 
ethnography is, however, a matter of debate. The reality of a significant amount of 
ethnographic writing, Forsey (2010) argued, is in fact based on what was heard 
rather than what was seen. The day to day work of hospice admission was often 
conducted in multi-disciplinary meetings held specifically for discussing admission 
requests. Focusing on these forums and the interactions occurring within them 
allowed for time intense collection of relevant data. The nature of the data was both 
visual and aural but was predominantly aural.
Acknowledging the importance of observing aspects such as the structure of 
meetings and who was involved in the dialogue, data relating to such aspects were 
collected in the form of field notes. Of equal importance, Forsey (2010:563)
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described is the observation of “people conversing....listening, speechmaking -  
noise making”. Crucial to closely capturing this in the meetings was the use of 
audio-recorders. Audio recordings allow detailed reconstruction of what has 
discursively transpired and the use of technical devices is a feature of focused 
ethnographic studies (Knoblauch, 2005). At the meeting attended I used two hand 
held digital recorders, one as a backup in the event of a technical failure. At the start 
of each meeting I explained to all present that I wished to record the meeting and 
was careful to establish their verbal consent to do so. The audio recorders were 
small and potentially not clearly visible, they were therefore placed upon a table 
visible to all participants. I was purposefully very explicit when both turning the 
recorders on and turning them off.
Knoblauch (2005) identified data (collection and analysis) intensity in focused 
ethnography as often due to the use of various recording devices. The use of such 
devices in the field, however, affects the researcher’s participation status, “the very 
fact o f doing recordings tends to detach the observers from the situation to such a 
degree that participant observation is rarely possible” Researchers therefore more 
likely find themselves in a field-observer role (Knoblauch, 2005:11). If participant 
observation is rarely possible in focused ethnography my role as researcher might 
be described as non-participant. This term would not however accurately describe 
the situation. Sociological ethnographers who are members of the culture they wish 
to study come with vast implicit and explicit knowledge of the field. Such prior 
knowledge is a prerequisite for the selection and specification of a particular focus 
when conducting a focused ethnography (Knoblauch, 2010). I would therefore 
characterise my position as a participant in hospice culture, on the basis of my 
background and I adopted a field-observer role in relation to data collection 
activities.
151
4.4.2 Qualitative interviews
Whilst an ethnographie approach maintains a focus on observation, ethnography is 
a multi-method approach (Silverman, 2010). A focus on admissions meetings alone 
presented significant limitations because it excluded any practices, judgments or 
decisions that occur prior to or outside admission meetings. Priority setting decisions 
may be made unilaterally by clinicians when deciding which requests to take to a 
meeting for consideration. Other methods for data collection were therefore 
required. Understanding the emic perspective or “insider’s perception ofreaiitÿ’ was 
important and inherent to this approach is an acceptance that there is not one reality 
but that multiple perspectives of reality exist (Fetterman, 2010:20). Solely observing 
the actions and interactions of clinicians at meetings would not reveal their 
reasoning or thought processes. Feelings, thoughts and intentions cannot be 
observed and qualitative interviewing is identified as means of capturing such 
aspects as it: “aiiows us to enter into the other person’s perspective,” (Patton 
2002:341).
The focus on observation as the primary data collection method in ethnographic 
research has been questioned on the basis that it fails to give sufficient recognition 
of the value of interview data. This is a consequence of defining ethnography as a 
method, not by its purpose. Forsey (2010:561) suggests: listening is at ieast as 
significant as observation to ethnographers. Ethnographers are arguably more aural 
than ocular, the ethnographer more participant listener than observer.” Interviews, or 
engaged listening, if conducted with “ethnographic imaginary” can be equally 
effective in capturing the cultural context of lived experience (Forsey, 2010:567). 
Interviews were used in this study as a tool to capture the insiders’ perspective of 
the process which could not be readily observed. From my experience observing
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without ‘engaged listening’ presents significant limitations to our understanding of 
other peoples’ situations, as such I consider the interview data collected for the 
study to be of equal value to that obtained by observation. A focused ethnographic 
approach, utilising data intensive methods supported by audio recording of naturally 
occurring and interview dialogue, enabled intensive and detailed analysis of the 
verbal communication that occurred in the field relating to hospice admission.
Ethnographic interviewing may take several forms; group, informal and formal. 
Informal or casual conversations offer a valuable opportunity to ask questions and 
request explanations for activities (Roper & Shapira, 2000). Listening to participants 
was a constant activity in the field. The study incorporated both formal and informal 
types of interview. From this perspective the data collection process began at the 
point of the initial contact with sites and the preliminary visits. Notably individuals 
would often continue to talk and discuss issues after the audio recorders were 
switched off.
Different approaches to the design of interviews are described and vary according to 
the level to which the interview questions are structured or predetermined. A general 
interview guide approach is advocated as means of outlining the main topics to be 
the researcher wishes to cover whilst maintaining flexibility (King & Horrocks, 2010). 
It facilitates a focus on the subject of interest but allows for further exploration of 
particular subjects as the interviews progress (Patton, 2002). A copy of the interview 
guide is provided in Appendix 6. The guide incorporated categories of questions 
considered helpful as a means to consider the type of responses required in relation 
to a research question (King & Horrocks, 2010). The questions related to 
demographic or background information, knowledge, experiences, opinions and 
feelings. As data collection and analysis proceeded subsequent interviews offered a
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means of checking or further exploring and clarifying practices, beliefs and values.
When conducting ethnographic interviews, Roper and Shapira (2000) highlight the 
importance of noting the effect of questions on participants. Specifically to observe 
nonverbal aspects such as body language, speed of response and signs of emotion. 
Aspects such as these indicated that at times participants felt particularly strongly 
about their views on admission practices or were reluctant to be seen as critical of 
the organisational process they worked within. My own response during interviews 
was also of interest. They revealed some of my preconceptions in terms of the 
language used when asking the questions. It became apparent that I needed to 
avoid using particular words or terminology with which I was familiar from my clinical 
experience. For example terms like symptom control or admission category were 
avoided as I needed the participants to use their own language and not pre-empt 
what that was. When such terms were used in later interviews I asked the 
participant to clarify what the word meant to them, in an attempt to minimise the 
influence of my personal definition or interpretations.
Conducting the interviews using an interview guide proved quite challenging. My 
nursing background involved assessing patients on a regular basis, an activity which 
could be described as a type of interview. I had therefore entered the research 
process believing I had at least some interview skills. Conducting a research 
interview felt very different however. Using the interview guide proved helpful in 
many respects however it was challenging trying to mentally process the responses 
and pursue interesting lines of questioning. On occasions when reflecting on the 
interview or transcribing the recording other avenues for questioning became 
apparent. I concluded that conducting research interviews is a highly skilled activity.
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4.4.3 Documentation and texts
Social reality is not only constructed in spoken language but also in written texts. 
Documents produced by organisations are a valuable source of data for 
ethnographic research studies (Fetterman, 2010). Such texts do not simply describe 
the organisations that produce them but have an active role in their construction 
(Silverman, 2010). Hospices produce numerous documents such as policies, 
procedures and guidelines which govern and direct organisational and clinical 
practice. Such documents therefore present a perspective of the reality of the 
admissions process. Examination of any documents relating to hospice services 
generally and inpatient admissions specifically were considered important to 
achieving a comprehensive view of the process. A request was made at each site to 
gain access to any documentation relating to their admission practice or procedure.
All of the organisations that participated were agreeable to provide some form of 
documentation relating to their inpatient service and admission process. A total of 26 
documents were collected. The types of document supplied was at the discretion of 
the organisation, based upon a request for written information they felt was relevant 
to the study and were willing to provide. The documents fell into three broad 
categories:
• Policy documents
• Guidelines and procedures
• Referral or data collection forms
Copies of the documents have not been included in the appendices to protect the 
anonymity of the organisations concerned. In summary, the study design 
incorporated the following data collection methods: field observation of formal 
inpatient admission meetings; qualitative interviews; and examination of 
organisational texts and documents.
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Viewing the admission process as a construction of the actions and interactions of 
those involved in it, these methods were selected to gain an understanding of their 
experience and realities. Data sources have been identified by discipline in the 
findings chapter using letters at the end of the data source code as follows; 
administrative or allied health professionals (A), doctors (D) or nurses (N). 
Transcription symbols are provided in Appendix 7.
4.5 Entering the field
Entering the research field posed challenges on several levels. From a practical 
perspective the geographical spread of the sites involved significant travelling times 
and all the admissions meetings were held at 08.30-09.00 hrs. Each site was visited 
on three occasions, a preliminary visit was conducted to discuss the proposed study 
and enable people to ask any questions they may have. These visits usually took 
one to two hours and often included a tour of the hospice. Each site was visited on 
another two days for the purpose of data collection. These visits varied from three to 
four hours to a whole day depending upon the type of meeting or admission process 
involved. The approximate total time spent in the field was 16-18 days.
From a personal perspective it was challenging to enter these unfamiliar
environments and forums. It felt uncomfortable asking so many members of the
hospice team to give up their time to participate. On reflection this feeling was
probably related to, or exacerbated by my experience as a nurse. My understanding
of the demands on their time led me to feel concerned that any time spent with me
detracted from their clinical work. All the sites and participants were however
welcoming and accommodating, this was a part of hospice culture I recognised and I
would summarise it as a presentation of nice people working in a nice place. As a
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researcher I was grateful for it because it made entering the field possible.
At each admission meeting I was introduced to the group briefly and having gained 
verbal consent to proceed with data collection the meetings generally started 
promptly. The attendees of the meetings were not always the same, so introductions 
were required again when attending the second meeting at a site. Data collection 
comprised field observation of the meeting and included:
• physical environment
• who attended and the interactions of group members
• meeting format
• what documentation was used
• content and structure of the meeting.
The meetings varied in duration from 20 minutes to 90 minutes. At most sites the 
organisation had sought and obtained agreement from those participants willing to 
be interviewed and had arranged a room where these could be conducted. On one 
occasion prior arrangement for this had not been made and an interview was 
conducted in a medical consultant’s office, evidently without their knowledge. The 
consultant concerned entered the room and realising that I was conducting an 
interview and quickly left. A short while later he came back into the room again, 
apologised again and left despite myself and the participant expressing a willingness 
to move to another room. The reason for describing this event is to exemplify the 
difficulties presented when collecting data in an environment over which I, as a 
researcher, had little control. Conducting this type of fieldwork relies heavily on 
those who control that environment and increases the potential for unforeseen 
events. Such events were not intentional, more a reflection of events that can occur
when conducting research in busy working environments.
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4.5.1 Field notes
Field notes provide an accumulating written record of the observations and 
experiences of ethnographic researchers (Emerson et al., 1995). Brief field notes 
were recorded during each site visit and written up more fully as soon as possible 
after the episode of data collection. These included descriptions of the places, what 
occurred and how the visit made me feel. The notes detailed all aspects of contact 
with the sites from arriving to leaving. This also included interactions with people 
outside a meeting or interview. An example of this was the experience of being 
shown from the public reception area of the hospice to the private staff only areas 
and a sense of increasing discomfort moving from one area to the other. Attention to 
detail has been identified as important in this process because it is necessary to 
recognise what participants take to be routine or obvious and are less likely to report 
in response to a question (Silverman, 2010).
4.6 Rigour and Trustworthiness
Assessing the trustworthiness of qualitative studies has been the subject of 
discussion for many years, certain strategies have however been identified to help 
the process (Shenton, 2004). The study’s aim was to describe and explain what 
factors influenced the hospice admission process. The theoretical assumption was 
that such factors are constructed. As Geertz (1973:9) summarised: “what we call our 
data are really our own constructions of other peoples constructions o f what they 
and their compatriots are up to”. The challenge was how to portray the multiple 
perspectives in a balanced manner and be as transparent as possible about how the 
portrayal was constructed. These issues will now be discussed using four criteria 
identified as a framework for addressing rigour in qualitative research: credibility,
transferability, dependability and confirmability (Guba, 1981).
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4.6.1 Credibility
Credibility refers to the accurate recording of the phenomena of interest (Shenton, 
2004). This study has aimed to address credibility in a number of ways. The first 
was careful consideration of the study methods and sample, aimed at capturing the 
culture and behaviours of interest. The process also needed to be flexible, one 
example of which is that the study sample was reviewed when it became evident 
that a change was required in order to capture the variety of admission processes 
that became evident when recruiting participants.
Triangulation is a means of enhancing credibility and can include triangulation of 
data collection methods, informants and sites (Shenton, 2004). The study 
incorporated triangulation of all of these types. Using multiple methods of data 
collection is common practice in ethnographic studies and might include participant 
observation, life histories, electronic information and folktales (Fetterman, 2010). 
The appropriate use and value of different sources of data is, however an area of 
debate in the literature. Using a variety of methods together has been advocated as 
a means of increasing understanding on the basis that they “reinforce one another"’. 
Compiling data from different sources from this perspective, it is argued, leads to a 
fuller or ‘whole’ picture. The argument has been further developed to suggest that, in 
the process of analysis, testing one source against another in a process of 
triangulation can lead to the ‘true’ picture of a given situation (Fetterman, 2010:66). 
This proposition has been contested on the basis that simply aggregating data does 
not necessarily produce an overall truth. Seeking to identify such a truth would also 
be inconsistent in certain studies, particularly those adopting a constructionist 
perspective (Silverman, 2010). Not aggregating data obtained by different methods 
does not, however necessarily reduce its value. Silverman (2010:134) advocates it
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is: “better to celebrate the partiality o f your data and delight in the particular 
phenomenon it aiiows you to inspect”. Multiple methods were used in this study 
because, in keeping with an emic perspective, using different sources of data had 
greater potential to reveal the range of realities that existed than one data source 
alone.
The study has used multiple incidences of admission practices from different 
organisations, a form of data triangulation enabling comparison of practices and 
behaviours. Constant comparative method involves the use of more than one case, 
incidence or occurrence to test a provisional idea (Silverman 2010). The study has 
collected data from a range of informants and sites. This range allowed for data to 
be examined for differences and similarities during coding and analysis. This 
increases the likelihood that the findings are a credible representation of a spectrum 
of admission practices within the sample specialty and not solely those of one 
organisation or professional group. They cannot however claim to be representative 
of all admission practices in England given the size of the small sample. All data 
were analysed and then subject to a secondary analysis once the major themes had 
emerged as a form of comprehensive data treatment. Deviant case analysis, the 
search of data for occurrences or anomalies which do not fit with the provisional 
analytic findings (Silverman, 2010) was also performed. Both thereby contributed to 
the study’s rigour.
Ethnography is characterised by “thick description” (Geertz, 1973:9), that is a
detailed description of what was observed and documented:
“The aim is to draw large conclusions from small, but very densely 
textured facts; to support broad assertions about the role o f culture in the 
construction of collective life by engaging them exactly with complex 
specifics” {Geertz, 1973:28).
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The study has aimed to provide such descriptions in order to convey the actual 
incidences, and their context, in order that others can form some judgement as to 
the rigour of the analytic process. The thick description provided and the explanation 
of the analytic process that occurred was incorporated as a means of being 
transparent about how the larger conclusions of the study emerged directly from the 
data.
A respondent validation exercise was commenced with the aim of visiting each site 
to present the key findings of the study and seek the views of participants. Feedback 
from one site is provided in Appendix 9.
4.6.2 Transferability
The transferability of findings relates to the degree to which they could be related to 
the practice or experience in other places, (Shenton, 2004). The findings presented 
here cannot and do not claim to be an accurate reflection of admission practices in 
other hospices. The observed variance in admission practice found by the study 
itself would discount such an argument. The nature of qualitative research using a 
small number of cases limits the degree to which such findings can be generalised 
to other settings due to the influence of context, (Silverman, 2010). The essential 
task within ethnography has been described as “not to generalize across cases but 
to generalize within them,” (Geertz, 1973:26). The study sample allows for such an 
approach.
From both a clinical and researcher perspective the issue raised is identifying the 
value of the findings to a wider audience. That contexts differ does not rule out 
relevance to other clinicians or sites. The degree of transferability to another 
situation can however only be judged by the reader. In order to make such a
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judgement sufficient information about how the research was conducted must be 
provided (Shenton, 2004). The study has therefore aimed to be sufficiently 
transparent about the chosen methodology. What may have contributed to this 
further, but was not included, was a very detailed description of each participating 
hospice site. Some details were omitted to protect organisational anonymity to 
maintain the ethical integrity of the study.
Culture is not a static phenomenon and cultural analysis has therefore been 
described as “intrinsically incomplete” as it grows “in spurts,” {Geertz, 1973:25-29). 
A full understanding of any culture is not achieved by one study. Knowledge is 
gained gradually with subsequent studies contributing further insights or 
perspectives (Shenton, 2004). The passage of time therefore presents a major 
challenge to the issue of transferability. In a rapidly changing healthcare 
environment it has been suggested that the truth of today is not the truth of 
tomorrow and the risk is that an ethnographic account, once complete, is deemed 
irrelevant. In these terms, Willis (2010:560) identified that “in the modem 
organization what is predictable and stable is “change”; what is unpredictable is its 
direction.” Data were collected for this study over a three year period raising the 
possible criticism that the findings are by definition outdated. Other than relying on 
historical accounts alone the passage of time is necessary to capturing any change 
process. Whilst acknowledging that the time lapse presents limitations in terms of 
the transferability of findings, it also necessary to understanding cultural change. 
Though the findings presented in this study may not be directly transferable to other 
sites they provide evidence that practice has changed, and is changing, and offers 
clues about the possible direction of that change.
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4.6.3 Dependability
Dependability relates to the term reliability often used in quantitative studies 
(Shelton, 2004). Reliability refers to the degree of consistency to which instances 
are assigned to the same category by different observers or the same observer on 
different occasions (Silverman, 2010). From a quantitative research perspective the 
measure being that if the study was repeated the findings would be the same. The 
nature of cultural change and the passing of time however, make it unlikely that the 
findings of an ethnographic study could be replicated and produce the same findings 
(Willis, 2010). Adopting the position that the issue of reliability is therefore not 
relevant to qualitative studies would however rule out any systematic study of the 
social world (Silverman, 2010). It therefore remains necessary to provide sufficient 
detail about a research design to enable it to be repeated even if the aim is not 
necessarily to see the same results (Shenton, 2004). In relation to this study the aim 
of documenting its design was to provide the means for others to adopt a similar 
approach. The purpose is to enable a systematic approach to the gradual 
accumulation of knowledge about culture, not to allow for replication.
A further quality issue for qualitative studies is the need to show that categories 
have been used consistently (Silverman, 2010). Again from the reader’s perspective 
sufficient data is required to enable a judgment to be made about this. The conduct 
of the study differed in one significant respect from the characteristics of focused 
ethnography identified by Knoblauch (2005). Collective data collection by several 
researchers was one feature, study data were however collected by me as sole 
researcher. Efforts were however made to capture as accurately as possible what 
the participants did and said. This included audio-taping dialogue during data 
collection which produced transcribed records of greater accuracy than would have 
been possible from memory. In turn this enabled the presentation of findings using
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examples of the actual data and ‘thick description’ to demonstrate how the themes 
emerged.
4.6.4 Confirmability
All researchers are in some way connected to and influence the object of their 
research (Davies, 2008). As discussed the object of research interest was viewed as 
a construction as is the thesis itself. This presents a tension between the need to 
represent the participants perspective in a credible and dependable way whilst 
acknowledging the influence of myself as the researcher in that representation. The 
study has used triangulation of data, informants and sites which is advocated as a 
means of reducing the effect of researcher bias (Shenton, 2004). Documentation of 
the ‘decision trail’ used by the researcher providing auditability further contributes to 
this (Sandelowski, 1986). I have therefore attempted to provide a description or 
explanation of the decisions taken at all stages of the study and why the chosen 
approach was selected.
A process of reflexivity is argued to facilitate a critical examination of how the 
researcher interacts with and influences data. Some researchers use it with the aim 
of minimising researcher effect; others acknowledge the subjective aspects of the 
process to promote rigour, (Newton et al., 2011). Acknowledging the influence of my 
background and beliefs in terms of the design and development of the study was 
important. Given my work history there was a greater likelihood, or inevitability, that 
my preconceptions would influence the study. Excluding these was not realistic 
therefore the best approach was to be reflective and as transparent about them as 
possible. Conducting ethnography requires the researcher to keep track of 
theoretical perspectives and emotions both of which can be enabled by keeping a 
fieldwork journal (Arber, 2006). Throughout the study notes were recorded which
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captured my thoughts, feelings and reactions to the research process as it 
proceeded. This included keeping a record of all phases of the data analysis 
process. Documenting my thoughts and feelings has not come naturally, probably 
because it feels counter to the predominantly positivistic biomedical culture I have 
worked within. A reflexive approach was however felt necessary to promote 
transparency regarding the inherent subjectivity which initially instigated and 
subsequently influenced the study design and findings.
4.7 Data analysis
Analysing data is a continuous process and occurs during and after data collection, 
and in ethnographic research primary identification of data can guide the study as it 
proceeds (Roper & Shapira, 2000). The process of analysis began when data 
collection had commenced at the first site. The timing of visits between sites was 
planned to allow for preliminary data analysis to be completed on data from the 
previous site. The audio-tapes were transcribed and field notes written up as soon 
as possible after each episode of data collection. Each episode of data collection 
was recorded on an individual organisation data management log and a data 
management summary log. Table 6 shows the anonymised data summary log for 
the interview data.
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Table 6. Data summary log for Interviews
Participant
Code
Role Word count of 
Interview transcript
X.XM Medical Consultant T4239
X.XF Advanced Nurse Practitioner T6765
X.XF Administrator T4907
X.XF Medical Consultant T5718
X.XF Hospice at Home manger T2616
X.XF In-patient unit manager FN 283
X.XF Community CNS T4370
X.XF Community Team Leader T6068
X.XF Community CNS T3147
X.XM Medical Consultant T7422
X.XM Medical Consultant T6308
X.XF Specialist Doctor T2835
X.XF IPU Staff nurse T3763
X.XF Ward Sister T. 4970
X.XF Ward Sister T.3968
Total 15 T =67096.00 
FN = 283
The audio-tapes were listened to several times and transcribed. Simplified
transcription symbols were used, a summary of which can be found in Appendix 7.
Though time consuming the transcribing process was invaluable in terms of
familiarising myself with the data and beginning the data analysis process. The
completed transcripts were imported into NVivo, a computer software program to
support qualitative data analysis. The transcripts and fields notes were read several
times. Analysis started with consideration of the structure of each meeting; who was
present, what their role was and how those present interacted. Reading of the
transcripts identified key words or phrases repeatedly used by one participant and
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often by many participants. Unusual terms were also noted and were identifiable 
because they were not frequently evident or repeated. Words or phrases were 
identified as free nodes within NVivo an example of which is provided in Appendix 8. 
From this process a bank of words and phrases emerged which were initially coded 
to identify their function, for example was the word identifying or describing 
something, was it an action or did it convey opinion. Commonly used phrases or 
euphemisms were also noted.
To address the emic and etic perspectives in data analysis Van Maanen (1979) 
distinguished between a participant’s first-order conception of what is going on and 
a researcher’s second-order conception. First-order concepts are the ‘facts’ of the 
data, which can be further categorised to ‘presentational’ or ‘operational’, they 
present the emic perspective. Second-order concepts are the ideas or statements 
used by the researcher to explain patterns in the first-order concepts and therefore 
relate to the etic perspective. The bank of words and phrases collated as free nodes 
therefore represented first-order concepts. For example the word ‘pain’ was 
frequently used and fits with Van Maanen’s (1979) description of operational first- 
concept data, the day to day spontaneous language and activities of the 
participants. Pain was one form of patient related problem referred to using the 
umbrella term of ‘symptom’. The term symptom was frequently used as part of the 
phrase ‘symptom control’ a frequently cited reason for admission. This term I 
categorised as presentational first-order data because it incorporated an ideological 
or symbolic image the participants wished to present.
The words and phrases were collated in terms of their meaning, how they related to 
each other or formed part of a broader aspect of the activity on the basis that “small 
facts speak to large Issues” (Geertz 1973: 23). Other phrases were similarly used to
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cite reasons for admission, for example terminal care, from which emerged an 
analytic label or second-order concept of ‘categories of admission’. Analysis also 
included the actions or responses of the participants to the types of information 
presented to them or used by them. All data were systematically coded and labelled 
in this way using a thematic analytic approach to identify overarching themes 
(Silverman, 2010). These themes represent the ‘etic’ perspective as they are the 
product of the ethnographer filtering the data (Sanday, 1979).
As the study progressed data were grouped and organised into sets using NVivo, for 
example, in terms of data from individual organisation and data from participants of 
a particular discipline. Data were then compared for similarities and or differences 
between sets. The following data sets developed:
Admission meeting 
Interview 
Field note
Individual organisation
Organisation with formal admission meetings 
Organisations without formal admission meetings 
Discipline
Comparative analysis influenced the sampling strategy in terms of the data collected
from one of the sites that did not hold admission meetings. Initially the process had
seemed very different to that observed at the other sites, the initial thought being
that it constituted a deviant case. Closer analysis however showed that the
influencing factors where the same, it was the process of achieving them that was
different. To test this however, it was felt necessary to collect data from another site
which did not hold meetings. The data analysis process was recorded in my
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reflective journal to provide an audit trail of how the findings were generated. The 
following is an excerpt from the reflective journal:
26.8.11
Aiming to analyse data from each site separately then compare findings 
between sites, keep admissions meetings data and interview data 
separate then see how or if  one Informs the other.
Does what happens in the meetings correlate with what is stated in 
Interviews?
How does the structure and process at each site vary?
Eg. Site X  -  Dally meetings, includes Consultant, SpR, CNS, Senior in­
patient nurse. Administrator.
Site X  -  Daily meetings, includes Senior in-pt nurse and admissions 
office (non-cllnlcal)
Site X  -  Daily meetings, includes Consultant, Senior In-pt nurse, CNS, 
physio, OT
= significant differences in composition of meetings -  why and what Is 
the effect?
What contribution does each person have, they seem to have particular 
roles -  presenting patients, representing ward staff, identifying resources 
available le capacity on a number o f different levels -  medical + nursing 
availability, room availability.
Though mostly multi-professional In attendance there appears to be a 
difference In decision making or involvement in different aspects of the 
decision.
Eg. Site 1 -  structure and process suggest joint decision making but the 
nurse and Dr seem to make separate decisions.
As the analysis progressed beyond the initial stages it was performed manually on 
hard copies of the transcripts as working on the computer felt restrictive in terms of 
viewing the transcripts as a whole. Blocks of texts and phrases were highlighted and 
labelled. At the later stages of analysis, having coded and generated what were 
considered the key labels and themes, all the transcripts were analysed a second 
time. The purpose of this was to review the data to confirm the themes by searching 
for anything that appeared inexplicable or inconsistent.
4.8 Summary
In this chapter the challenges encountered at the early stages of the study in respect
of gaining ethical approval have been discussed. These related not only to the
process and practicalities involved but also to the personal sense of responsibility
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associated with conducting the study. The methods of recruitment, data collection 
and analysis have been presented and consideration given to how each contributed 
to gaining insight into the admission process. Issues relating to rigour and 
trustworthiness were addressed, particularly in relation to my role as researcher in a 
familiar culture and the opportunities and challenges associated with this.
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CHAPTER 5. FINDINGS
5.1 Introduction
The chapter begins with an account of entering the field and introduces the ‘world of 
the hospice', providing a description of both the physical environments and the 
atmosphere of the sites visited. Identifiable information specific to individual sites are 
not discussed to protect organisational anonymity. The structures and processes of 
hospice admission are described and how these translated into daily clinical practice 
discussed. Three major subthemes are presented, all of which operate to support 
the participants’ motivation, which is represented by an overarching theme of ‘Doing 
the right thing’. The subthemes are managing boundary, managing risk and 
managing face.
5.2 Entering the world of hospice
Though variable in size and location, the approach to each hospice, whether 
situated off a sub urban street or approached down a quiet rural road gave the 
impression of quiet, orderly and calm places. The paths were clean, the gardens 
and frontage were well presented and cared for. On entering the site through the 
main entrance I was generally greeted by someone at the reception desk, smiling 
and asking how they could help. The person would then immediately contact the 
person I was due to meet and invited me to take a seat in the reception area. Off the 
reception areas were various corridors leading to the various wards and 
departments to which I was always invited to take a guided tour.
The hospices varied significantly in age, size and design but all were well 
maintained with communal areas decorated with soft furnishings, carpets and 
comfortable seating. All sites offered some type of facility to buy drinks and
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refreshments from either a small shop or cafe or in some cases open access to the 
hospice restaurant. Off the entrances ran corridors to the wards and other 
departments such as day hospice units, therapy rooms, offices and education 
facilities.
All had outdoor space and beautifully manicured gardens easily accessible to 
patients and visitors. There were conservatories or patient rooms with doors 
opening onto gardens or courtyards. In some instances beds could be pushed into 
the garden. The buildings incorporated ‘quiet’ rooms, private space for use by 
patients, families or by staff when communicating with patients or family members. I 
use the term family members here to include all those people whom a patient would 
identify as significant in their life. All offered a non-denominational chapel or area for 
spiritual or religious reflection or practice. Whilst showing me around each site the 
person concerned was keen to explain how the service had developed to meet the 
needs of patients and families. There was a general sense of pride about their place 
of work. The tours showed the range of people at work there both paid staff and 
volunteers who were very visible either working in reception, the shop, cafe, wards 
or tending the gardens. The contribution of volunteers was often acknowledged by 
those showing me around.
The inpatient units, generally called wards, comprised either individual patient rooms 
or small ward areas, usually a combination of both. The rooms were generally 
spacious accommodating a bed, bedside unit and table and en-suite bath or shower 
room with all the necessary equipment to facilitate safe handling and moving of 
patients. The rooms also showed attention to detail in terms of soft furnishings 
where practicable, more home or hotel than hospital in style. Most hospices also
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had some nominated family or visitor facilities or a room for family members who 
wished to stay overnight.
Sitting in the reception areas revealed an atmosphere of calm and friendliness which 
was similar at all sites. The overriding ethos of those who worked there appeared to 
be one of wishing to be helpful. This was not however a corporate, trained in 
customer service manner of helpful. The atmosphere was more akin to that of a 
supportive community or extended family. People addressed each other using first 
names generally. Whilst relaxed and sometimes good humoured there was also an 
atmosphere of quiet respectfulness. Voices were never raised, though there was 
laughter there appeared to be a constant awareness of, and respect for, the nature 
of the problems being experienced by the patients and families within the hospice. 
There was also a sense of openness about the fact that these were places dealing 
with death and dying evident on one occasion when a nurse greeted two tearful 
family members who had just been bereaved, the nurse sat with the family on the 
sofas, listening to them as they expressed their grief.
The areas discussed so far were all for use by patients and visitors and could be 
described as the public areas of the hospice. From sitting in the reception area I was 
met by one member of the hospice team and generally taken to the area of the 
building housing the offices. These areas were only accessible to staff and were in 
some senses the ‘private’ parts of the building. These areas were generally equally 
well decorated and maintained, housing comfortable, carpeted, spacious and well 
equipped offices. These areas had the same quiet and calm atmosphere as the 
public areas. There was a clear delineation between the ‘public’ and ‘private’ spaces 
of the hospice.
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5.3 Structures and processes of hospice admission
The admissions meetings were held in a variety of rooms including offices, meeting 
rooms and conservatories. Whilst some of the venues were clearly for mixed use 
when formal meetings were conducted they temporarily became part of the ‘private’ 
space for use by staff only. The rooms were then occupied only by those directly 
involved in the meeting. There were never any interruptions from anyone not 
needing to be there either patients, visitors, other staff or volunteers.
Four of the six sites held regular ‘admission meetings’ at which they discussed all 
requests received for patients to be admitted. Two sites held no meetings to formally 
discuss admission requests. Where meetings were held they occurred in the 
mornings on Monday to Friday. The hospice services generally operated an ‘office 
hours’ working week. Referrals where presented and discussed at the meeting:‘...so 
anything that’s arrived before nine o ’clock gets presented that day...if they want an 
urgent same day admission they’d ring up and speak to the nurse in charge and the 
doctor.’ (Int 1.1N, 23-29). At weekends and in the evenings another process was 
followed commonly referred to as the ‘out of hours’ (OOH) process. At one site 
which held no meetings the process was for the person to speak to or telephone the 
doctor on call for admissions that day and discuss the situation with them. At the 
other the admission requests were dealt with by a nurse, referrals could be verbal 
initially but would need to be followed up with a written referral generally.
5.4 ‘Doing the right thing’
‘Doing the right thing’ was the core theme which tells the story of hospice admission 
processes. It was a means of describing and explaining the judgement and decision 
making processes made by those involved in hospice admissions. The core theme
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of ‘Doing the right thing’ is supported by three sub themes: ‘Maintaining boundary’, 
‘Managing uncertainty and risk’ and ‘Managing face’.
‘Doing the right thing’ describes the motivation of those involved in the admissions 
process, which was to make the right decisions. They achieved this by managing 
their boundary, which was evident at multiple levels and related to their organisation, 
their specialty and their professional discipline. ‘Managing uncertainty’ explains the 
strategies adopted to deal with an inherent lack of certainty about the information 
available to the participants, such as its reliability and the difficulty involved in 
accurately predicting either the nature of a patient’s problem or the likely outcome. 
This theme also incorporated ‘managing risk,’ some of which was actual, some 
potential, and therefore to a degree uncertain. The third theme identified was 
‘managing face’, this related to aspects such as peoples’ expectations and 
reputation. Similar to managing boundary the management of ‘face’ operated at 
more than one level.
The core theme and sub themes are presented as a model in the form of a lens to 
demonstrate the influence of perspective throughout the process. The model is 
based on Brunswick’s Lens Model (Cooksey, 1996b). It is a pictorial representation 
of how the themes explain the actions of those involved in admissions process (See 
Figure 3).
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The significance of ‘doing the right thing' to the people involved in the admissions 
process was evident by their frequent expressions of concern if what they had decided 
was ‘the right thing’ or not: ‘Sometimes it’s realiv difficult ‘cause you do at the end of 
the day think: have you made the right decision? ....you know because you’re going 
with the information you are given’ (Int 2.1aA, 258-261). Such statements highlighted 
an underlying belief that a decision could be right and by definition therefore there was 
potential to make a wrong decision. The quality of the decision was identified as reliant 
on the information available or provided at the time. Making such decisions was felt to 
be sometimes very challenging and, given the emphasis with which this statement was 
made, making the right decision mattered to the individual.
Those involved reflected on decisions they had made: ‘...sometimes we get patients 
and think well was that the right thing or not, and sometimes it is, and sometimes it’s 
not...' (Int 5.2D, 379-380). Clinicians described evaluating their decisions using the 
measure of ‘the right thing’, highlighting their uncertainty about what the right thing was 
at the moment of decision making. Such decisions were also retrospectively judged as 
right or wrong at some level. The judgements on the rights or wrongs of any given 
decision were complex and multilayered and will be discussed in relation to each sub 
theme. The most significant factor however was the primary motivation of those 
involved to do ‘the right thing’. The three sub themes to explain how they support the 
core theme will now be discussed.
5.5 Managing Boundary
5.5.1 Judging referrers as ‘insiders or Outsiders’
In order for a patient to receive care from a hospice a referral was made, usually by
another health care professional, with the patient’s consent. When discussing
admission requests participants frequently used words like ‘we’ and ‘they’ indicating
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that a distinction was made between individuals or groups they considered to ‘belong’. 
It was evident in the way requests made from those outside the hospice were referred 
to: ‘...they’re asking us for a symptom control and psychosocial support admission...’ 
(AM 2.1 N, 108-109). When asked to describe the function of their inpatient unit a 
common response was: ‘...our in-patient unit, yes we offer...' (Int 1.2N, 27). Such 
terminology indicated a sense of organisational boundary, ownership and belonging, a 
culture of some people being viewed as insiders and others as outsiders. Boundaries 
were not however simply confined to those working in the organisation and those 
outside it but appeared to operate at multiple levels, analogous to different levels of 
membership to a club.
Before making a decision to offer admission checks would be made that a patient had 
undergone a ‘specialist palliative care assessment’: ‘...our sort o f rule is that they need 
to have been assessed by our service previously...’ (Int 1.1D, 44-45). The ambiguity 
here about the level to which this was actually a rule suggested either a degree of 
flexibility in the way such rules were applied or possibly a lack of clarity about the level 
to which the clinician wished to be explicit about the rule. The ‘rule’ was documented in 
the organisations policy confirming that it was an explicit rule and that this part of the 
process was considered important enough to be formalised (D1.1). The statement 
supports the analogy of membership to a particular club to which rules apply. Those 
people working within the organisation who fully understood the intricacies of the rules 
might be described as ‘full members’. There was however a requirement for some 
flexibility in the ‘rule’ for admissions because the assessment of patients could not 
always be carried out by a clinician from the organisation. When that was not possible 
there was an emphasis on the assessment being conducted by someone from 
‘specialist palliative care’. That was a clinician with knowledge of and working in the 
speciality though not necessarily within the organisation itself: ‘...we rely on our
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palliative care teams, particularly in the hospitals to assess patients on our behalf really 
you know they’re our ears and eyes there...’ (Int 2.1aA, 99-101). Hospital palliative 
care teams were viewed as ‘out" teams in hospital, they ‘belonged’ on some level 
despite not working in the same organisation, they were seen to be acting on behalf of 
the hospice and could be relied upon to see things the way the hospice would. Such 
clinicians might be described as belonging to the club as ‘associate members’.
Whilst a specialist palliative care clinician did not need to work in the organisation any 
prior personal knowledge or working relationship with the referring clinician was 
significant:
‘So, we’ve got quite a good relationship with the hospital team, we know 
them so we know when we ring up, we know who we’re speaking to...I 
have complete trust in them’ (Int 6.1 N, 171-172).
Trust was important and related to the quality of information the person would provide: 
‘...if they’ve made the referral you know they’ve worked here, they know the criteria, 
they know what we’re looking for, the information we need...’ (Int 2.1 aA, 345-347). 
Such people were considered trustworthy on several levels, they worked in the 
specialty, were known personally and had sometimes previously worked at that 
particular hospice so were felt to understand the organisation’s criteria for in-patient 
admission. Further evidence of these types of judgements occurred when a member of 
the team presenting an admission request commented: ‘...this is from (name of HOP) 
her referrals are always fantastic...’ (AM 2.1 N, 533). These people appeared to have 
an ongoing ‘honorary’ membership. Such membership was not however exclusive to 
clinicians working in the specialty: ‘...you know with GPs that we have long working 
relationships with...we know that the information that they give us is reliable...’ (Int 
4.2D, 161-162). Familiarity with the practices of some professionals working outside
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the specialty resulted in a perception that the information they gave was reliable and 
could be trusted though such relationships only developed overtime.
Being a specialist palliative care clinician however, did not always equate to knowing
what another specialist palliative care organisation would deem as an appropriate
admission. Different hospices used different criteria:
‘ ...a year ago or so now somebody...who was clearly going to be difficult to 
be managed at home but wasn’t imminently dying, had physical 
symptoms...huge psychological needs. The other hospice she was actually 
in the catchment area of, the other hospice in (name of place,) who 
wouldn’t take her because it was perceived she was going to be there for 
many weeks if not months and therefore they didn’t feel it appropriate. Our 
view was she had needs, she couldn’t be managed anywhere else...it was 
appropriate, so she came...’ fint 1.2D, 241-250).
In this instance two specialist palliative care providers judged the same situation 
differently highlighting an element of variance in decision making within the speciality. 
This suggested that only someone inside a particular organisation could correctly judge 
the appropriateness of an admission to their particular hospice because, either the 
criteria, or how they were interpreted differed from one organisation to another.
Whilst it appeared a clinician would need to work, or have worked, within a particular 
organisation to have the inside knowledge necessary to make an appropriate decision 
to admit there were caveats to this: ‘...there are other CNSs on the team who are 
maybe less experienced and more junior who i think sort o f have a more knee Jerk 
reaction and want everybody in now, and that can be tricky...’ (Int 1.2N, 392-395). 
Inexperienced members of the hospice team could make incorrect decisions, which 
were considered reactive and not thought through. A specific example was an 
admission arranged by a junior nurse which was subsequently judged inappropriate:
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‘...and that’s difficult because that lady sort of came in as a high priority 
based on one of our own team’s assessment and actually I think learning 
from that, or you know if someone else had conducted the assessment, we 
would never have admitted her and probably didn’t need to admit her at 
all." (Int 1.2N, 421-424).
The statement is unambiguous, there appeared to be no hint of doubt in this person’s 
mind that their colleague had made an incorrect assessment and decision. There was 
no suggestion of any empathy or attempt to see the situation from their colleague’s 
perspective. There appeared to be in their view a definitive right and wrong. The 
situation was also identified as having caused difficulty. Though the precise nature of 
the difficulty was not specified, it was sufficient to prompt an identified need for 
learning. If based on the perception that such errors were due to a lack of knowledge 
or experience new or less experienced members of a hospice team might be ascribed 
a type of ‘student membership’.
Clinicians explained why they felt it was important they made their own assessments 
where possible:
‘I think is for two reasons, largely to ensure that the referral and the 
assessment that has already taken place is an appropriate one, because 
you do find patients who are admitted and when they get to us, the story 
isn’t quite what you were led to believe, or certainly our assessment differs 
from the assessment o f whoever it was that referred them to us,” (Int
2.1 N, 243-242).
The rationale given was the perceived inability of professionals working outside the 
hospice to make an accurate or correct assessment. Continuing the club membership 
analogy such referrers may be described as non-members who did not fully 
understand the criteria for hospice admission. The statement however suggested more 
than a benign perception of ‘them and us’. Storytelling implies an element of these 
referrers ‘making it up’, a conscious manipulation of the facts to achieve their desired 
end. It also raised the possibility that far from not fully understanding the required
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criteria for inpatient admission those external to the organisation knew very well what
‘story’ they needed to tell in order for admission to be agreed. Another clinician raised
similar suspicions and identified possible motives for such story telling:
‘...I’m not trying to be judgemental o f the district nurse or GPs but 
sometimes i think the pressure is put on the patient to come into the 
hospice for all sorts o f reasons. Sometimes it’s family who are not coping 
very well, sometimes it’s district nurses who are very stretched or maybe 
feel out o f their depth or GPs who think it’s easier to get them in than to 
sort them out at home...’ {\nt 1.2N, 291-297)
The suggestion was that patients may be persuaded to go into a hospice by either their 
family or health care professionals to relieve carers from stressful situations, relieve the 
workload of the professionals or as a resolution to a problem they found difficult to 
manage. The motivation for checking assessments was therefore to ensure admission 
was in accordance with the patient’s wishes and in their best interests, the rationale 
therefore being patient advocacy. The need for such actions revealed an underlying 
culture of suspicion regarding why some patients were referred for admission. Such 
suspicion was not confined to referrals from the community but also those received 
from hospitals: ‘...we do at times have to question some o f the referrals that we have 
from hospital i think occasionally we are an easier option than trying to do discharge 
planning from hospital...’ (Int 4.2N, 40-42). Such questioning of referrals occurred 
frequently at all sites, the initial part of the admissions process appeared to be 
characterised by suspicion and questioning, the admissions teams appeared to adopt 
a defensive stance aimed at protecting a boundary.
A complex screening process was applied to inpatient admission requests using layers 
of assessment with clinicians going to significant efforts to ensure those checks were 
made. Any request presented was analysed initially not solely in terms of patient 
characteristics but judgements were made on the validity of the request based upon 
who made it and how reliable they were perceived to be. If the person making the
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request was not felt to be proficient in providing either an accurate or truthful 
assessment, an ‘outsider’, a further assessment was arranged, where possible by 
someone who was deemed to be proficient, an ‘insider’. Requests made by ‘insiders’, 
for example a clinical nurse specialist, were further screened at the admissions 
meetings or during the conversation with a doctor on call. The admission structure and 
process adopted by each organisation represented the final layer of assessment, who 
was involved and their role in it was therefore significant and will be considered further 
when discussing each theme.
The ‘insider-outsider’ professional relationships based on an ability to make a decision 
about appropriateness of admission are summarised in Table 4.
Table 7. Summary of ‘insider-outsider' professional relationships.
Type of membership Criteria for membership
Full membership Works inside specialist palliative care and the organisation 
and trusted to fully understand the admission criteria.
Honorary membership Works outside the organisation, but has worked in the 
organisation previously, so knows the rules and is trusted, 
particularly if personally known to the clinicians.
Student membership Works inside the organisation but not experienced enough 
either to understand the criteria, or make an accurate 
assessment.
Associate membership Works inside specialist palliative care but outside the 
organisation with potentially different criteria for 
admission.
Non members
Works outside specialist palliative care, potentially not 
fully aware of the criteria for admission or not 
sufficiently trustworthy.
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5.5.2 Judging appropriateness
The lengths to which the clinicians went to achieve their own assessment indicated it 
was of high importance to them. This was due to the need to control and maintain their 
boundary in terms of appropriate and inappropriate admissions. Whilst seeking a 
specialist palliative care clinicians’ opinion was clearly important the process of judging 
what was an appropriate admission was more complex than it initially appeared. As 
discussed, differences of opinion about what constituted an appropriate admission 
were clearly evident. Possible explanations for this included first that for any admission 
request there was a right and wrong decision and on occasion some clinicians made 
errors of judgement due to lack of knowledge or experience. Second was that some 
clinicians understood the rules but broke them anyway because it was the easiest 
resolution to the problem facing them. The third was that these types of decisions were 
not clear cut and that the expressed differences reflected variance in judgement about 
what the right decision was.
The word appropriate originates from the Latin ‘appropriare’ to make one’s own, it is
defined as meaning ‘right or suitable, fitting’, (Collins, 2013). The judgement on
appropriateness was crucial because it significantly influenced the likelihood of
admission being offered or not:
‘A patient was presented at a meeting by a senior in-patient nurse -  a 62 
year old man recently diagnosed with lymphoma, albumin 18, in pain and 
rapidly deteriorating. The consultant stated that the request ‘sounds 
appropriate’. The discussion proceeded to identify the level o f urgency as 
being in the ‘next day or so’ (AM 1.2N, FN).
This judgement on appropriateness by the consultant was powerful, effectively giving 
permission for entry to the hospice with little further discussion. The interaction also 
highlighted two key judgements involved in the admission process, one on
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appropriateness, another on priority or the speed with which a response or admission 
was needed. The word appropriate was used repeatedly by the participants in all their 
discussions and offered insight into what the clinicians identified as the type of patient 
need they felt it was right, or wished to, ‘make their own’. This revealed what function 
they saw their inpatient unit as serving. Conversely they identified when they felt 
admissions were inappropriate revealing what types of need they did not feel their 
inpatient unit should be meeting.
The policy documents relating to admission to the hospice all identified ‘eligibility 
criteria’ or ‘criteria for access’ to the service. Whilst most of the documents applied to 
the whole of the hospice service, the stated criteria was applicable to all patients for 
whom inpatient admission was requested. This was on the basis that meeting the 
criteria for admission to the wider service would be a pre-requisite to meeting the 
criteria for hospice inpatient admission. The identified aims or purpose of having the 
eligibility criteria included providing entrance and exit points for patients using the 
service (D1.1), ensuring provision of the most effective service to those who would 
benefit most (D1.1) and to ensure that the care provided was appropriate and timely 
(D5.1). They also functioned to ensure access to services was non-discriminatory in 
relation to age, sex, religion, culture or illness (D3.1). The criteria formed an explicit 
boundary around the service identifying what opened the doors into and out of the 
hospice. There was a notable difference in the language used in the documentation 
and that used in practice. When speaking the participants used the word ‘appropriate’ 
yet the policy documents generally referred to ‘eligibiiity criteria’. Patients were 
described as ‘eligible’ or ‘ineligible’ for admission in the policy documents but the word 
‘appropriate’ was not commonly used in them.
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The documents contained common key statements on eligibility for accessing the 
wider hospice services. The broader criteria allowed for comparison with criteria 
specific to inpatient admissions. The eligibility criteria usually stated that a patient must 
be over eighteen years of age and be registered with a GP within the hospice 
catchment area though at all sites this was flexible. This flexibility allowed for the 
hospice to accommodate patients who lived outside the area but became unwell while 
visiting family or wished to be closer to family. Other criteria fell broadly into three 
themes:
• Disease status and focus of treatment or care -  diagnosed with advanced, 
active or progressive disease which was life limiting and where the focus of 
treatment or care was palliative not curative.
• Type and extent of need -  had been assessed by a SPC professional, need 
was ‘complex’, ‘extraordinary’, ‘intermittent or continuous’, ‘patient, carer or 
health team centred’. Need could be physical, psychological, social, spiritual or 
ethical.
• Type of care required -  the need exceeded the resources of the Primary Health 
Care Team, or required the services of the hospice team.
Whilst two of the six sites had no more specific criteria for admission to the inpatient 
unit than the eligibility criteria for all their services there were additional processes that 
needed to be followed when arranging inpatient admissions. The documented eligibility 
criteria specific to admission to the inpatient units from three sites when summarised 
identified several specific and separate reasons why a patient could be admitted to the 
inpatient unit. Taken as a whole the documents identified the following possible types 
or categories of admission though each site viewed the categories differently:
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Symptom control
Assessment and treatment
Terminal/End of Life Care
Psychological symptoms or spiritual need
Respite
Rehabilitation
5.5.3 Judging disease status and focus of treatment
Disease status and the focus of treatment were routinely discussed in all admission
requests with a summary of the diagnosis and stage of disease presented. This formed
part of the judgement on appropriateness. The language used to describe disease
status in the policy documents painted a picture of extremes ‘active’, ‘progressive’,
‘advanced’ suggesting dynamic, unstable, invasive, and relentless conditions. Those
suffering with them were portrayed as at the mercy of the disease and consequently
framed as having a high level of need. When a patient was already known to the
hospice service there was commonly little further discussion beyond the diagnosis and
the clinicians did not commonly use the terms active or progressive in discussion. The
significance of disease status was more evident when patients’ were identified as not
appropriate for admission. This was apparent in the description of an occasion when
the process was felt to have failed. A clinician recalled a patient who had been
admitted to the hospice for symptom control following potentially curative surgery for
cancer: ‘...now it shouid never even have probably been taken on by the community
team but somehow or other got in on the inpatient unit and that got slipped through,
you see that would have been picked up by a doctor, is this appropriate?’ (Int 2.2D,
115-118). That the patient’s treatment was aimed at cure made admission to any part
of the service be judged as inappropriate. The reported failure to identify a problem on
initial referral to the community team indicated the presence of more than one layer of
187
assessment in the process, and that the professional discipline involved was 
considered significant. Whilst it would generally be accepted that patients already 
known to the hospice were appropriate from a disease status perspective, in this 
instance a doctor considered that the patient was inappropriately admitted because a 
medical opinion was not sought in the decision to admit. The terminology ‘somehow or 
other got in’ and ‘slipped through’ portrayed an image of this patient having breached 
the hospice’s defence system, they somehow came in under the radar of the normal 
checking processes. The clinician presented part of their role as protecting against 
inappropriate admissions. What or who needed protection will now be further 
addressed.
5.5.4 Ability to meet the need
Even in the presence of confirmed advanced and progressive disease the medical
clinicians made a judgement on the treatment required by the patient and the ability of
the inpatient unit to meet that need:
’... having said that we’re not always the most appropriate people 
sometimes somebody should be admitted under the care o f the elderly, or 
somebody shouid be admitted under the medics, or under the oncologist 
because that’s better for that patient, you know if there’s a real chance that 
they have neutropenic sepsis or you know a strangulated bowel or 
something that has to be worked out properly then that really should be, an 
abscess or a fracture of a bone or something, if  it’s a fracture then they 
need to be under somebody else before we get involved and get 
assessed...’ (Int 5.2D, 239-245).
Such instances related to acute medical problems requiring diagnostic procedures or 
acute medical or surgical intervention only available in an acute hospital. This 
highlighted that though a patient may have a diagnosis of advanced or incurable 
disease this did not exclude them possibly developing another related or unrelated 
medical condition which was potentially treatable. Declining such people for admission 
was acting in their best interests to ensure they received care in an appropriate setting,
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protecting them from admission to an environment which was unable to meet their 
needs.
Another clinician identified the complex nature of some patients who had multiple
diagnoses and problems some of which could be met at the hospice but some of which
may be better met elsewhere:
‘Well this lady had cancer....and because of her cancer she’d been given 
steroids and because of the steroids it had thrown her sugars out and she 
was diabetic so....it was the complexity of the patient and so you could 
argue maybe we should, but you see to me we wouldn’t manage the 
diabetic dilemma in the way the hospital would, we don’t have insulin 
infusion pumps which is how she’d have been managed in the hospital till 
she was stable, so then you’re not sort of not I don’t think doing any 
favours by somebody by not managing them properly. ’ (Int 2.2D, 190-199).
Advanced progressive disease would usually result in admission to a hospice being felt 
appropriate. In this case however it was not felt appropriate, at least in the first 
instance, due to the presence and nature of complex treatment problems. This 
exemplified the complexity of some of the decision making which operated at three 
levels. First there was an acknowledgment that there might have been an argument to 
accept this patient so the situation was not clear cut. Second, the decision involved not 
only identifying what the patient’s problems were but they then needed to be prioritised 
in order of which needed to be addressed first. Third, having identified the problems a 
decision needed to be made about which health care setting would best meet the 
need. This raised important practical issues for patient care in terms of the increasing 
development of medical specialties when those specialists were only available in 
different settings. The case highlighted that hospices provided specific types of care 
and may not have either the expertise or equipment to deal with all medical problems. 
For these reasons this clinician felt declining admission in this instance was the right 
thing to do. There had however been a difference of opinion regarding the 
appropriateness of admission. A nurse had already offered inpatient admission to the
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patient as an option: ‘...and they couldn’t see the nurse couldn’t see why that was an 
inappropriate admission to here.’ {\nt 2.2D, 154-155). In this instance, what was viewed 
as appropriate from a nursing perspective was felt not appropriate from a medical 
perspective. Professionals from different disciplines could therefore judge 
appropriateness differently, and this could have implications in terms of the hospice 
being unable to meet the needs of a patient admitted inappropriately.
5.5.5 Not the right diagnosis
Nurses, like medical clinicians, also evaluated a patient’s disease status to identify 
which disease they felt was causing the problem for which the patient required 
admission. In one example, a referral requesting admission for symptom control, 
emotional psychological support and respite was received for a patient with a known 
diagnosis of lung cancer and a previous cerebral vascular accident (CVA) who had 
developed increasing memory loss and disorientation over the preceding year. There 
followed a lengthy discussion of the case which included consideration of possible 
causes of the memory loss and what was being planned in terms of further 
investigation: ‘...if he is developing dementia we’re not going to get him out o f here 
after two weeks it’s not going to be appropriate we won’t be able to move him...’ (AM 
2.2bN, 112-122). The likely underlying cause of the patient’s problems was highly 
influential in this case, once attributed to dementia, of which there was no definitive 
diagnosis, the admission was not deemed appropriate. All organisations considered 
patients with non-malignant diagnoses as eligible for hospice care in their documented 
criteria, no diagnoses where excluded so that did not account for the judgement. There 
was also no expressed concern that the hospice could not meet the patient’s care 
needs. The judgement related to the anticipated length of stay which was perceived 
would be potentially lengthy on the grounds that finding a suitable alternate place of 
care would be difficult. The ability to meet a patient’s needs in the context of an
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advanced progressive disease did not therefore always make the hospice an 
appropriate place for admission. One clinician identified this population as: ‘...so I 
s ’pose it’s more the patients who may have chronic stable or chronic slowly 
progressive disease rather than advancing active disease...although again I think it’s 
getting slightly blurry now with non cancer...’ (Int 1.1D, 161-165). Patients with stable 
disease or one which was only progressing slowly were generally not felt appropriate 
for admission. The statement indicates that the criteria were viewed as dynamic and 
changing and possibly more difficult to define in the context of non malignant disease. 
There was evidence that historically this population of patients had not always been 
considered inappropriate: ‘...when i started we had patients who had...the slow 
progressive neurological conditions...they’d come here and really stay until they died...’ 
(Int 2.1 N, 55-59). This was attributed to a previous lack of suitable alternate places of 
care resulting in such patients remaining at the hospice for months to up to a year. 
Such admissions where described as having become very unusual.
A further possible reason why such patients were deemed not appropriate was
however suggested:
‘...for instance someone with dementia...and they could be seen as, not 
disruptive as such, but not fitting into the picture of the hospice you know 
especiaiiy if they’re in the bay they’re not, they’re not lying there dying 
quietly sort o f thing they’re up wandering around and falling over and those 
sorts of things and that can be a challenge. ’ (Int 5.4N, 188-191 ).
The hospice was seen by some as a place for those dying quietly thus patients who 
might disrupt the calmness of the hospice were seen as ‘not fitting in’. Confused and 
wandering patients were also identified as challenging in the sense that some nurses 
found it difficult to know how to care for them. Judging such need as inappropriate both 
protected the hospice from lengthy patient stays and maintained the image and reality 
of the hospice as a quiet, orderly and tranquil space.
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5.5.6 Judging the type and extent of need
The second theme evident in the documented eligibility criteria was type and extent of 
need. The language of extremes was again evident with use of the terms ‘complex’ 
and ‘specialist’. Complex problems are those which were difficult to solve and 
intellectually challenging. To solve such problems required something special, 
‘extraordinaiy even (D1.1, D4.1). Such terminology may function to support the title of 
services provided by hospices’ as ‘specialist’. These were special clubs and to gain 
entry patients were required to have ‘extraordinary’ problems. In addition to describing 
a particular level or extent of need the documentation also identified types of need. 
Patient need was divided into physical, psychological, social and spiritual, a type of 
dissection of the whole person. Only one organisation’s health policy document 
identified ethical need and as such was considered deviant. Given that the 
underpinning philosophy of hospice care is holism, the care of the whole person, the 
breakdown of need into separate parts was considered significant. It might be argued 
that the explicit identification of areas of potential human need supports holism by 
acknowledging that each area is important and should be addressed. The approach 
however appeared counter intuitive.
5.5.7 Prioritising complex symptom control
When participants were asked what they felt the purpose of their inpatient unit was, 
certain functions were identified: ‘...two sides to it really, part of it about sort o f complex 
symptom control, things that we’re just not able to manage in the community...’ (Int
3.1 N, 38-40). Symptom control was consistently identified by all disciplines, at all sites, 
as an important function of the unit. The term symptom was usually further discussed 
in respect of its severity or complexity. In order to be appropriate a patient’s 
symptom(s) had to be judged as severe and/or complex to the point that it could not be
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managed effectively in another care setting. The term severe was defined as relating to 
difficult physical symptoms: ‘....so if  somebody’s describing a patient in severe pain or 
with torrential vomiting or just yesterday i admitted a chap who was having a significant 
bleed...’ (Int 5.1 D, 236-238). The graphic language used showed that symptoms were 
viewed on a scale and in order to be viewed as appropriate for admission they needed 
to be at the extreme end of that scale. The statement also identified that it was 
sufficient to have a single symptom as long as it was an extreme one. The types of 
symptoms described were those which were clearly observable. Such symptoms were 
judged as not only appropriate but also a high priority: ‘...so I think there is a kind of 
primacy for the urgency o f admission for somebody who is in demonstrable severe 
physical distress.’ (Int 5.1 D, 241-242). The use of the word physical in this statement 
was significant because whilst a severe physical symptom on its own was identified as 
both appropriate and urgent in terms of priority there was no evidence that a single 
severe psychological or spiritual need would be viewed in the same way, unless 
accompanied by a physical symptom. In all available documentation regarding 
eligibility criteria for hospice care, physical symptoms or symptom control as a category 
of admission appeared first in the lists indicating a first level priority. In addition, to be 
eligible for admission to the inpatient unit some sites specified that the symptom(s) 
needed to be ‘uncontrolled’ or ‘distressing’ (D2.1, D5.1). This was summarised by one 
clinician who described the purpose of the inpatient unit as dealing with: ‘...very 
difficult, very messy, very awkward conditions...really nasty infected wounds...very 
disfiguring wounds, very smelly things...containing that kind of difficulty...’ {\n{ 5.2D, 41- 
42). The unit served a function of ‘containment’ for the worst types of disease process 
and their physical consequences, a boundary not only protecting the patient but also 
other people from the potential assault on the senses that might result. A key feature 
emphasised by both clinicians was that the symptoms where ‘demonstrable’ they were 
clearly evident either visually or through sense of smell further highlighting their
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physical nature. What was documented in the policies reflected what occurred in 
clinical practice, confirming that in respect of inpatient admissions the culture prioritised 
physical symptoms above all other types of need.
The term complex meant something different from severe and was defined by the 
participants as relating to multiple problems: ‘...or the complexity may involve more 
than one tier o f care, so it’s not just the physical, it’s the psychological or it ’s the social 
so they all merge together...’ (Int 2.2D, 85-86). This was consistent with a holistic 
approach but also highlighted that these aspects of a patient’s problems merged and 
were therefore perhaps difficulty to separate out. This view was reiterated by another 
clinician: 7 think the other group is the patients with symptoms in multiple domains, so 
they might have difficult pain that you might manage at home, in hospital, but they’ve 
also got an anxious family, spiritual concerns or they’ve got a conglomerate of 
symptoms...’ (Int 1.1 D, 67-70). A single symptom albeit ‘difficult’ was identified as 
potentially manageable in another setting unless it was complicated by other factors. 
The factors did not need to be directly related to the patient, the experience of family 
members was also taken into account. The presence of two or more problems 
consistently made hospice admission more likely to be judged appropriate. The 
inpatient units were therefore viewed as having the ability to deal with the complex 
problems that no-one else could manage.
Psychological or emotional needs were identified in the documentation by all sites as 
part of their criteria for inpatient admission. This type of need however always 
appeared second in the list, below physical but above social and spiritual. One site 
identified that psychological need ‘may’ meet the criteria for admission though no such 
caveat was stated in relation to physical symptoms (D5.1). This was reflected in 
practice when psychological, social or spiritual needs were discussed as one of
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multiple reasons included in an admission request, contributing to a judgement of 
complex need. Psychological, social or spiritual needs were never presented as single 
reasons for admission. Both explicitly and in practice these types of need were given 
less priority than physical symptom needs.
The primacy attached to addressing physical symptom needs was summed up in the 
following statements by one participant who saw the inpatient unit as; ‘...a kind of 
intensive specialist palliative care unit...’ (Int 5.1 D, 20) which should ideally deal with 
‘...severe symptoms...that’s probably where our specialist skill lies and that’s what the 
most appropriate use is, but are the other ones inappropriate no they’re not 
inappropriate...’ {\nt 5.2D, 360-363). Likening the inpatient unit to an intensive care unit 
places it at the most specialist end of specialist care provision. The analogy suggested 
a place of high level intervention for the most complex problems. It also clarified 
elements of the judgement and decision making process in the sense that whilst all the 
areas of need were stated to be appropriate some were more appropriate than others 
and therefore a higher priority. Such a judgement on priority would not have been 
possible without the needs being separated or broken down. A primary function of the 
breakdown of need was therefore that it allowed for the ordering and prioritisation of 
them.
5.5.8 Identifying the need for specialist care
The third theme evident in the documentation was the type or care required. This 
related to when the need was felt to exceed the resources of the primary health care 
team or the complexity of the illness required the ‘specialist skill’ of the hospice team. 
One site identified that patients’ whose sole need was for nursing care were not a 
priority in its documented criteria (D2.1). The inference being nursing care did not fall 
within the remit of specialist skill. Whilst what constituted a ‘specialist’ need formed part
195
of the judgement which consistently made admission for severe or complex symptom 
control appropriate, there was variance of opinion about its application to other 
possible reasons for admission: ‘..it is sort of something to do with patient choice 
especiaiiy when it comes to end of iife if  patients want to die in the hospice then you 
know preferred place of care..’ (Int 3.1 N, 45-48). Both end of life care and meeting a 
patient’s expressed preference as to their place of death were identified by a nurse as 
an appropriate use of an inpatient bed. Only one site documented meeting a patient’s 
preference in terms of place of death as an appropriate reason for admission in their 
criteria (D4.4). The view that such admissions were appropriate was shared by a 
medical clinician though not purely on the basis of meeting a patient’s expressed 
preference:
‘...I feel the patients I put forward to come in are those who aren’t holding at 
home because they haven’t got the supports around them that they need or 
the carers are very frightened and feel unable to manage the dying process 
‘cause they’re frightened of what that might mean....’ (Int 2.2N, 40-44).
In this instance, admission for end of life care was felt appropriate only in the presence 
of other psychological, social or spiritual factors consistent with the definition of 
complex need. The needs of carers or family members were considered to be 
important and appeared very influential in this decision making, suggesting a sense of 
collective responsibility for patients, carers and family members at times of crisis.
5.5.9 ‘Dying is evervbodv’s business’
Comparative analysis across the professional disciplines showed variance of opinion 
within the same discipline about appropriate reasons for admission. For example whilst 
some medical clinicians felt admission for end of life care was appropriate others did 
not: ‘Terminal care is one that we’re not at all keen on as a reason for 
admission...there’s a logical problem with terminal care because you only know a 
terminal care admission when it’s finished and somebody’s died...’ (Int 5.1 D, 457-460).
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An inherent difficulty in predicting prognosis, specifically when someone was 
imminently dying was identified as one reason for not offering admissions under the 
category of terminal care. When offering admission to any particular individual some 
significance was therefore placed on being able to predict the outcome. When this was 
problematic it resulted in the need to manage uncertainty which is addressed in 
Section 5.3.2. The other reason given was a belief that the culture should be one of 
helping people to adjust to coming to the end of their lives in other care settings: ‘...the 
majority of our patients don’t die in the hospice....culturaiiy we think dying is 
everybody’s business and we ought to try and make it right for people where ever the 
setting is...’ (Int 5.1 D, 464-469). Dying therefore was not seen as solely the ‘business’ 
of hospices and that end of life care should be available in all settings. This was 
reflected in the documentation which at one site did not include terminal care as a 
reason for admission and another which included it only in the families required 
psychological support (D5.1, D2.1). The majority of clinicians did acknowledge end of 
life care as appropriate but not necessarily a high priority if a patient had no symptoms 
or other issues:
‘...so someone might express a wish to die in the hospice but if  they can 
die comfortably and peacefully at home then I don’t think that should be a 
priority over and above somebody who’s in a crisis situation at home, or 
who’s got severe physical symptoms...’ {\nt 5.3D, 154-157).
End of life care, for patients without symptoms or other problems, was therefore 
variously judged as either not an appropriate reason to admit to the hospice or 
appropriate but not a high priority. The conclusion drawn therefore was that dying 
patients cannot generally expect to access these hospice inpatient units unless they 
have other unresolved symptom or other issues. Care of a patient dying comfortably 
was viewed by most as not appropriate and by all as not a priority comparative to other 
types of need.
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5.5.9 Rescuing
Clinicians sometimes talked about having a role in what can best be described as 
utilising an inpatient admission to ‘rescue’ their patients. This was felt appropriate for a 
number of reasons. One was to protect the patient from the perceived harm of further 
inappropriate medical intervention: ‘...I mean in general practice it’s very much a 
question of sheltering the patient sometimes from the excesses of overzeaious 
treatment and the same thing would happen here sometimes. When is it right to stop 
and say enough?’ (Int 5.2D, 49-52). The hospice is described here as a ‘shelter’ 
projecting the image of a safe place, somewhere the patient will be protected from 
inappropriate interventions to which they may have been subjected in other care 
settings. Equally there is an acknowledgment that deciding when to stop treatment can 
be challenging. This presented an image directly counter to that of an intensive care 
unit previously discussed. Here the non interventionist, sheltering nature of the hospice 
was highlighted as one of its positive features.
Patients would also be rescued when the home situation broke down: ‘...or somebody 
who it’s just difficult to arrange things in the community or everything breaks down or 
relatives have just run out of gas...’ (Int 5.2D, 69-70). The reason for admission here 
was essentially insufficient care in the community or social need, the clinician identified 
however that they tried to keep such admissions to a minimum. The documented 
criteria for admissions at one site also identified this as a rare event (D5.1). Whilst the 
hospice concerned did not formally use categories of admission of all of those that did 
none formally or informally identified social or care need solely as a category of 
admission or an appropriate reason to admit, such admissions were however not 
uncommon. Whilst willing to admit patients in such circumstances it was reported that 
such occasions were a form of crisis management and felt not to be the optimal use of 
a hospice bed: ‘...something’s got to happen and you know it’s not probably the ideal
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use o f a bed...’ (Int 5.2D, 78-79). The question raised was why such patients were 
admitted even though it was acknowledged that they generally fell outside the criteria 
for appropriate admission. One clinician explained this in terms of their need to do 
something: ‘...I think somebody in dire straits you know we wiii try.... to do something 
for them because at the end of the day they’re our patient, they’re not being properly 
looked after...’ (Int 4.1 N, 204-207). There was a sense of ownership of the patient’s 
problem and a feeling of duty or responsibility to respond and resolve it. This duty took 
priority over conforming to the rules of appropriate admissions in a crisis. Clinicians 
would admit a person in such circumstances because they felt it was the right thing to 
do. This highlighted that those involved is such decisions faced a professional and 
ethical dilemma over what could be done and what should be done. A participant 
identified that part of the role of those requesting admissions was acting as a patient 
advocate stating that: ‘An individual who knows the patient will stand by 
them...because they have seen the difficulties that person and the family faces” (Int 
3.2N, 8-11). At an individual level having a personal understanding of a patient’s 
situation, having experienced it and seen it with their own eyes prompted a response in 
those individuals to act or respond. Whilst professional duty and accountability 
accounted for part of this statement it also,identified that ‘knowing’ the patient or having 
first-hand experience of their situation may have prompted a stronger level of response 
than being informed of such situations second-hand. The clinician’s proximity to the 
patient and/or their distress appeared to influence their judgements and decisions.
5.5.10 Limiting iength of stay
In some instances the team felt it necessary to clarify the expectation of the purpose, 
duration and outcome of the admission with the person being offered the bed and 
those present in the admission meeting: ‘...now it’s been made clear that it’s going to 
be for a two week symptom control admission...with the aim of going home...’ (AM,
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2.1 N, 57-59). This related to a bed being offered to a person known to the team from a 
previous admission and described as ‘complex’. Concerns had been expressed about 
social and housing issues, the bed was therefore offered conditionally: Such an explicit 
statement regarding the anticipated outcome of an admission was unusual and absent 
in the majority of discussions when a bed was offered, with the exception of respite 
admissions. The need for clarity was clearly aimed at limiting the length of stay and 
identifying a discharge destination.
Two organisational documents mentioned length of stay. One stated that the average 
length of stay following admission to the hospice inpatient unit was 8-14 days (D2.1). 
Whilst such a statement did not explicitly limit the period for which a patient would be 
admitted, it identified length of stay as an issue and raised an expectation that the 
duration of an admission would not normally be expected to exceed this. The other 
identified a limit for admission of no longer than a fortnight but the limit only related to 
patients with non-malignant conditions (D4.6). Of those where limitations on length of 
stay was not evident in the documentation such a boundary was verbally reported: 
‘...our median’s ten days, the average is fourteen days...’ (Int 1.1 D, 264-266). 
Clinicians talked about admissions when length of stay was longer than average in 
negative terms, which usually related to delayed discharge for social reasons: ‘...we// 
maybe we shouidn’t be bringing these peopie in and biocking our beds...’ (Int 2.2D, 
264-265). Such patients were perceived as ‘bed blockers’ and the suggestion was that 
perhaps they should not have been admitted at all, highlighting possible failures in the 
system to prevent such admissions. The need to limit length of stay was identified as 
related to the limited number of beds: ‘...were we to accept significant numbers of 
peopie whose primary need is sociai then I think (x number) beds wouid be nowhere 
near enough...’ (Int 5.1 D, 257-259). The beds needed to be protected for a particular 
use and meeting ‘sociaf need was not one of them. A patient’s anticipated length of
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stay was however rarely discussed in admissions meetings. A limited length of stay
was I would argue a cultural given within the hospice teams. Protecting beds from
inappropriate use was presented as the right thing to do because it freed the beds for
people who required the specialist care only the hospice could provide:
‘...I think it’s keeping sight o f the speciaiist nature o f the work that we do 
and if it’s not, what can happen is that people who need that specialist care 
can be excluded from it because of lack o f bed avaiiabiiity, because we’ve 
got lots o f other peopie who could be cared for somewhere else...’ (Int 
4.3N, 173-177).
Limiting a patient’s access to a bed in terms of duration of stay was seen as ethically 
justifiable on these grounds. Such activity reinforced a culture that saw itself as special, 
whose business it was to deliver care to those with extraordinary not ordinary care 
requirements. The identification of ‘lots’ of patients who could be cared for elsewhere 
however reiterated that such situations were common. What was not clear from the 
data was whether such judgements applied to them at the point of admission or if such 
situations developed following admission after ‘specialist’ needs had been addressed.
The one exception when length of stay was routinely explicitly stated was for respite 
admissions. Respite care was identified as a reason for admission in two policy 
documents, in one case only as a Ve/y rare'event and in another for a specified length 
of time and a maximum of twice a year per patient (D5.1, D2.1). Respite was not 
identified as a category of admission in any of the other organisations’ documents 
though could potentially fall within the category of social care need. The primary 
intention of such admissions was to give family members who provided care a break. 
Concern was expressed by some about such admissions: ‘...when is a respite 
admission, when does that turn into relatives can’t cope, the situation breaking down 
those two things overlap...’ (Int 5.2D, 300-306). This related to a potential difficulty 
distinguishing between the family member’s requirement for a iimited break from the
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caring role and a potentially longer term need for additional support, which would 
amount to a social care need. The risk to the hospice was that, if the situation turned 
out to be the latter, discharge home would be difficult. Rehabilitation also appeared in 
one organisation’s documentation as a possible reason for admission (D2.1). This was 
specified as being available only for ‘short’ admissions where it had been identified the 
hospice facilities would be able to assist. No such reason for admission was discussed 
in any of the meetings observed.
5.5.11 Blocking an admission
Whilst unusual there were instances of potential admissions being actively blocked or
declined, one related to a patient who had been the subject of numerous phone calls to
the hospice team. The outcome of the discussion was: ‘He’s definitely not for any
weekend admission because actually I ’m not sure hospital admission avoidance is
appropriate because it might be the only way that gets this man to accept a package of
care at home...’ {AM 4.1 N, 594-596). A clear decision was made to refuse admission to
this patient due to the request being judged as a social or basic care need. The
statement also identified ‘hospital admission avoidance’ as an inappropriate reason for
admission. The only other time when avoiding hospital admissions was mentioned was
when patients were reported to request not to go there: ‘...the sort o f thing that comes
up again and again “I don’t want to go to hospital anywhere but hospital” (laughs)...’
(Int 4.1 N, 41-42). At another site a particular patient’s case was brought to the attention
of the team as likely not appropriate in the event of a request being received:
‘...somebody who’s had three very quick admissions, who’s gone to a care 
home, who’s then discharged herself from the care home back to home 
and wouid much rather be cared for here but isn’t progressing fast enough.
So it’s highlighted...for the nurse in charge at night. ’ (Int 1.1D, 309-314).
Active steps were taken to minimise the chances of a further readmission because the 
patient’s condition was deemed too stable to be appropriate, despite the lady having
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expressed a preference about her place of care and felt strongly enough about it to 
discharge herself from a care home. This showed the importance attached to 
maintaining the boundary in such a circumstances and the relative lack of priority given 
to the individual’s expressed preference in terms of place of care. Patient preference 
regarding place of care was identified as a consideration not a deciding factor: ‘...I think 
it has some relevance yeah but is it decisive uh no...’ (Int 5.2D, 332). As previously 
discussed preference regarding place of care was reported as significant when 
protecting patients who may not want to be admitted to the hospice. They had little 
significance however if admission was considered inappropriate. Expressed 
preferences appeared only to become relevant when they correlated with the 
judgement of the hospice team regarding appropriateness of admission.
5.5.12 Checking the integrity of the boundary
Much of the documentary and observed activity associated with the admission process 
centred on forming a boundary around the inpatient unit. The apparent purpose was to 
achieve certain objectives in terms of how the service was utilised. Much less evident 
were measures taken to monitor the outcomes of such activity. Three sites conducted 
some form of audit in relation to their inpatient admission procedures. One audited the 
outcome of those admissions it deemed appropriate but which due to a lack of bed 
availability they were unable to accept (D5.1). One site maintained an ‘out of hours’ 
information sheet recording details of patients for whom admission had been requested 
or discussed (D1.3). The sheet included a column to record the outcomes for the 
patients, for example if they had been admitted, removed from the iist or died. A third 
site conducted an audit of the process up to the point of admission, recording patient 
related factors like the reason for admission, urgency of request and the decision 
made. Data collected included reasons for delays in admission and reasons for non-
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admission (D2.5). There was no evidence of any site formally auditing the outcome of 
the patients who had been admitted to the inpatient unit.
5.5.13 Protectors of boundary
The admission structure and process formed a boundary around the inpatient unit as a 
whole. Boundaries were also evident around the different departments and disciplines 
within it. When discussing the admission process clinicians would identify the various 
group members and their role: ‘...we never start the meeting unless there is a 
representative from the inpatient unit, from doctors, from hospice at home...” (Int
3.1 N,101-102). The use of the word ‘representative’ indicated that those present In the 
meetings were viewed as having a role or function in terms of representing a particular 
view or perspective. Whilst part of the role of those attending the meetings was 
information sharing there was also evidence of participants serving a protective 
function in respect of other team members. The safety of the patients was not the only 
consideration, the wellbeing of the staff was also influential when deciding which bed 
or ward a person should be admitted to: ‘...they’ve got at the moment they’re patients 
are very dependant...! think to allocate this man to them wouid be very unfair on the 
ward staff...’ (AM 2.1 N, 645-648). A boundary was effectively formed to protect them 
from an excessive workload. This action which I would describe as ‘sharing the load’ 
was doing the right thing in terms of fairness.
Most people present in the meetings had a role in representing a particular perspective 
or opinion. Ultimately however decisions needed to be made regarding which patients 
to offer admission to and, if necessary, how they should be prioritised. When asked 
about how decisions were made the participants gave a variety of responses, one 
doctor stated:
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L.so generally they would both agree suitability between them, so often 
they’d (the referrer) ring the doctor to say: ‘Is this appropriate?’ And 
usually, what would happen, the doctor would ring the senior nurse and say 
it sounds appropnate to come in today. Have we got a bed, can we take 
them? So there’s a sort o f a doctor and a nurse responsible...’ (Int 1.1D, 
34-39).
Here, decision making was reported as a joint activity, the decision taken by each 
person was however different. This reflected what commonly occurred in the 
admissions meetings, two key decisions were made in terms of managing boundary, 
one on the appropriateness of admission and one on the capacity of the inpatient unit 
to accept the admission at a particular time. The nurse representing the inpatient unit 
made the decision regarding the capacity to accept admissions and these decisions 
were never observed to be challenged. The decision on appropriateness was taken by 
the senior doctor present or in the one instance where no doctor was present it was the 
senior nurse. As reported by a nurse; ‘...I s ’pose ultimately (name of medical 
consultant) prob’iy has the final say...’ (Int 4.1 N, 160) another identified that: ‘The 
doctor always has the deciding (0.2) vote I guess you wouid call it, you know as to 
whether it’s an appropriate decision or not. ’ (Int 5.4N, 43-44).
To summarise the theme ‘managing boundary’ explains how the participants viewed 
their inpatient unit. That was a space offering highly specialist skills which should be 
reserved for use by patients’ with severe physical needs and complex problems. The 
units were seen to serve a function of ‘containing’ the extremes of disease and 
‘sheltering’ patients from potential excessive medical interventions To achieve this the 
admission process commonly incorporated layers of assessment aimed at protecting 
the inpatient boundary. There was a culture of suspicion regarding the reason for 
referrals prompting checks to verify the credentials of the referrer. A range of 
perspectives was evident about what constituted an appropriate referral. I would 
describe this in terms of a spectrum of beliefs about the appropriate use of a hospice
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bed. Though perspectives varied the underlying motivation of all involved was to ‘do 
the right thing’. What constituted the right thing however was dependent upon the 
individual’s perspective. The inpatient unit was a special space into which clinicians 
sought to get ‘their’ patients admitted because they felt it was in that patients best 
interests, whiist other clinicians at times sought to protect that space for what they 
perceived to be the best or better use.
5.6 Managing Uncertainty and Risk
The theme managing uncertainty and risk explained how the admission process was 
characterised by information and situations the participants were not, or could not be 
certain about.
5.6.1 information gathering
Discussions around admission requests revealed the inherent degree of uncertainty
within the process, for example in the presentation of a request from a hospital: “...but I
was told by the team he’s rapidly deteriorating in their opinion and that they don’t feel
he wouid get home.” (AM 2.1 A, 120-122). The language used implied that the
information should not be viewed with certainty, it was opinion not fact and the person
presenting it was keen to highlight it was not their opinion. This was either intended as
an acknowledgement that this type of judgement was inherently uncertain or it was a
clear statement that the person did not want to be held accountable for the reliability of
the information. This was consistent with the apparent culture of suspicion which led
the clinicians to seek their own assessments but either way the information was
uncertain in terms of its reliability. Variance between the problem reported at the point
of referral and the problem assessed on a patient’s arrival at the hospice was
consistently reported at all sites and by all disciplines: ‘..because often what you think
you’re going to see and what you see is very different...’ {M  5.3D, 107-108). To reduce
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the risk of this occurring the teams would comment on when the required information 
was felt to be missing or needed clarifying and wouid search for further information 
even if this meant delaying a decision: The information we get from the hospital, there 
is much less and often you’re at the admissions meeting and not able to make a 
decision because we don’t have the right information.’ (Int 1.1D, 213-215). The right 
information was, as previously discussed, necessary to make a judgement on 
appropriateness. The usual practice was to delay a decision, and therefore the 
patient’s admission, whilst that information was collected: ‘...there might be some 
vagueness as to what that’s about... we wouid be more likely then to look at one of the 
team...seeing the patient and gathering more information...’ (Int 4.2N, 165-168). The 
priority given to the process of searching for more information to reduce the risk of 
inappropriate admissions confirmed that a previously unknown patient was 
disadvantaged at least in terms of the likelihood of admission being delayed. This 
likelihood was reinforced when one clinician identified that part of their role in the 
admissions meeting included: ‘...being the advocate for the unseen patient.’ (Int 5.2N, 
434). That those patients’ were felt to require advocates reinforced their status as 
disadvantaged within the process.
5.6.2 Knowing the patient
Discussions of referrals often incorporated comments about if a patient was already or 
previously known to the service:
PI : ‘...our next one is (patient name) has he been in before?
P2: Um it’s familiar
P I : /  know that name
P2: Yes it’s very familiar. ’ (AM 2.1A/N, 459-463).
Comments on prior knowledge were not limited to the patients but also included family 
members: ‘...she’s been on the LCP and piateaued...and her husband who has died. 
I ’m not sure how recently that is, was under our homecare team (AM 2.1 N, 83-87).
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Identifying that ‘our’ homecare team were involved highlighted that knowing this family 
was felt significant. The importance of such historical information may have related to 
highlighting the psychological care needs of the patient and family, for example 
bereavement risk factors. That both the patient and her daughter had prior experience 
of the service may also have meant they had a level of expectation about what it 
offered. One clinician commented that when requesting admissions: ... it’s often easier 
to get accepted the patient who is known...’ (Int 4.2N, 278-279). Being previously 
known therefore had some advantage in the process. Prior knowledge of the patient 
did not however always appear advantageous:
A: ‘ He’s been on our books since August 08 interestingly enough
N: Oh has he
A: That’s a long time. ’ (AM 2.2aA/N, 135-137).
Being known to the service for a period of years was unusual and worthy of comment. 
The expectation appeared to be that the hospice provided services to patients for a 
time limited period not generally extending into several years. Any prior knowledge of a 
patient reduced some of the uncertainty in the process which either helped confirm it 
was appropriate or introduced doubt.
Knowing a patient involved them being known to a department or team in the 
organisation, possibly the inpatient unit from previous admissions or being known 
personally by one of the clinicians present in the meeting. Personal knowledge of the 
patient influenced the information presented at the time of request which varied in 
length and detail from a concise summary to a lengthy medical and social history. 
Presentations made by a clinician who had no personal knowledge of the patient 
tended to be shorter and the content factual: ‘...eighty year old gentleman with chronic 
obstructive pulmonary disease and heart failure, Hb had dropped to 8.8, thought to be 
due to chronic disease and he’s now symptomatic...’ {AM 1.2D, 26-29). This contrasted
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with presentations made by those with personal knowledge of the patient which 
included information about relationships, people’s expectations, hopes and concerns 
and expressions of opinion and emotion: ‘...as you know he’s, he’s amazing in how he 
finds the capacity to be so cheerfui as we//, but he is having those times of sad times 
obviously and dark times of not wanting to continue whatever go on...’ (AM 4.1 N, 405- 
407). Such content presented the suffering person behind the titie of patient which was 
absent in the previous presentation. The emotional impact of the patient’s illness was 
revealed and there was a clear attempt to present the patient as deserving of 
admission. Who attended the admissions meeting and presented the requests was 
therefore potentially significant in the process.
5.6.3 Changing the process
At three sites there was evidence of historical or recent change in the organisation’s 
structure for managing inpatient admissions. One clinician explained: 'We used to have 
a meeting every morning with the [senior nurse, administrator, consultant or registrar] 
for an hour at least, discussing ail the referrals and sociai work, so there was a huge 
muiti-professionai discussion about the appropriateness of the admission....’ (Int 2.2A, 
104-106). The process had subsequently changed to a meeting attended by a senior 
nurse and an administrator. Whilst the reason for the change was not discussed it was 
identified that the previous meetings were felt to be lengthy and '...ironically the length 
of stay was longer...’ {\nX 2.2A, 107) therefore not perceived to be effective in achieving 
desired outcomes.
At another site the structure of the admissions meeting was in the process of being 
changed. Only one site reported they had used the same admissions structure and 
process since the hospice had opened. The reported evidence of change in the 
admission structure and processes over time reflected a level of uncertainty about
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what the best structure and process was and that attempts had been made to try to 
improve it. The wide variance in the structures observed showed a lack of consensus 
within the sample about what that was. The need for change in the process was 
identified as a response to changes in the nature of the service provided by the 
inpatient unit over recent years: ‘...the focus o f the inpatient units changed over the last 
three years, it’s much more acute really...’ (Int 3.1 N, 51-52). The acuity related to an 
increased turnover of patients more of whom were admitted for symptom control: 
‘...whereas before i think it was (0.3) well often more nursing care.' (Int 2.1 A, 110-111 ). 
The documentation supported this in the respect that whilst the terms symptom control 
appeared frequently the term nursing care was generally absent or as previously 
described explicitly identified as not a priority if it was the sole need.
5.6.4 Use of admission categories
Whilst a hospice team ‘knowing’ a patient appeared to offer some advantage in the 
admission process it did not always help in terms of understanding exactly what they 
required admission for. As discussed in relation to Managing Boundary at all sites 
there was evidence of some form of categorisation of types of need and reasons for 
admission. Where there was no reported formalised categorisation of admissions the 
language used by participants when discussing admissions was consistent with the 
language of categories used at other sites. The category used was highly influential in 
framing how an admission was perceived. In one instance a request was presented to 
transfer a patient from hospital for symptom control and psychosocial support. There 
followed a detailed medical history and the gentleman was described as single, quite 
isolated and feeling unable to cope at home. The nurse present asked if he was 
‘banded’ referring to if there was an agreement to fund future care. It was then 
identified that the referring team felt the man was rapidly dying and unlikely to get 
home. The nurse then asked: ‘i t ’s a terminal care admission?’ (AM 2.1 N, 125) which
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was confirmed, admission was then agreed as ‘ok’ with no further discussion. This 
demonstrated how the categorisation of an admission request altered what other 
requirements might need to be met. Given the reported social situation the nurse felt it 
important to identify if future care would be funded until the admission was labelled as 
for terminal care, in which case future care would not be an issue. The significance of 
the category attached to an admission request was further highlighted by a clinician 
who reported in relation to the word respite: '... that’s one of the words which some of 
the medicai staff don’t iike to be used in a request for admission.’ (Int 3.1 N, 55-56). 
Using the wrong word or category in an organisation potentially reduced the likelihood 
of admission. Knowing the right words or categories was part of being an ‘insider’ and 
understanding the ‘rules’ of a particular organisation’s admission process.
5.6.5 Use of multiple admission categories
Where meetings were held the presentation of requests usually included more than 
one category of admission: ‘...the D/N feit admission should be for pain control, (0.3) 
psyche support with her husband, who seems to be her main carer needs some 
respite...’ (AM 2.2aN, 207-209). The use of multiple admission categories was 
consistent with the definition of ‘complex’ and therefore increased the likelihood of 
admission being judged appropriate. Given that to be considered appropriate for 
admission a patient was required to have either a severe physical symptom or complex 
problems, and complex was defined as having problems or needs in multiple domains 
the use of categories did not appear to serve a function in terms of judging 
appropriateness other than identifying the physicaiiy symptomatic.
Taking as examples the three most common categories of admission - symptom 
control, terminal or end of life care and psychological support, each could be 
interpreted as a statement about the services the inpatient unit offered, a description of
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a patient’s need or they couid be a statement about the anticipated outcome of a
particular request. In practice the participants used the terms interchangeably, they
spoke about patients who needed symptom control and identified symptom control as
a function of their inpatient unit. The common practice of the presentation of requests
citing multipie categories was effectively summarised by one clinician who identified:
‘...so it’s a whoie kind ofmish mash o f reasons...’ (Int 5.2D, 72) suggesting situations,
often with multiple factors, which were inter-related and difficult to separate. Such a
description implied an inherent degree of uncertainty about the precise nature of the
issues. The admission categories were therefore potentially a tool utilised to organise
or provide some clarity. They may have been an acceptable means of organising and
presenting the ‘mish mash’. When asked about the use of categories one clinician
identified that: We do weli (iaughs)...they’re categorised as symptom control, terminal
care, rehabilitation uhm we know ninety percent get categorised as symptom control
although sixty percent will actually be for terminal care...so the categories yeah are not
that helpful.’ (Int 1.1D, 86-91). Here the categories were not felt to predict the
outcomes of patients with any certainty. They were reportedly used for statistical
purposes to record the indication for people being admitted: ‘...but we know it’s
meaningless’. (Int 1.1D, 98). The practical use or value of admissions categories was
unequivocally questioned. The difficulty making predictions about the likely outcomes
for patients was a recurring issue: ‘...we’re pretty rubbish at predicting these things
everyone is...’ (Int 5.2D 276-277). The effective use of categories is however
dependent on accurate prediction of need. The use of categories was also likened to
an attempt to put people into boxes:
‘...but people don’t always fit into little boxes, you know iike they’re 
supposed to, so sometimes we get people whose sociai situation breaks 
down or they come in for respite although we don’t officially do respite 
that’s what it ends up being sometimes.’ {\nX 5.4N, 21-22).
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Compartmentalising patient problems was felt not to reflect the reality of patient 
situations. If the use of categories was designed to promote appropriate admissions 
and prevent inappropriate ones, by boxing and labelling patients, the suggestion was 
that it was ineffective.
The site that had no admission meeting showed least evidence of formal use of 
categories for admission. The process was fundamentally different in that it involved 
the referring clinician telephoning the on call doctor to discuss a patient related 
problem. One of the doctors described that: ‘...it doesn’t get declared at the outset that 
this phone call Is about an admission sometimes it does mostly it doesn’t.’ (Int 5.1 D, 
177-179). The starting point of the other admissions processes observed was that a 
clinician either inside or outside the organisation had already made a decision that their 
patient needed to be admitted to the hospice and subsequently followed the process to 
request this. This often involved them completing a referral form and selecting from a 
list of admission categories the reason why admission was required (D2.6). The 
starting point in one of the organisations with no meeting was that a referrer rang the 
hospice doctor with a particular concern and there would be a discussion about 
possible interventions to address the problem, only one of which was admission to the 
hospice. Effectively the referrer was not invited or encouraged to make an initial 
decision that admission was either a possible or appropriate solution to their patient’s 
problem. It was not therefore necessary to offer guidance or options about what the 
hospice could provide or possible reasons for admission in the form of admission 
categories. The effect of this was to remove some of the uncertainty and therefore risk 
involved in how such categories were interpreted by others. The decision was fully in 
the control of the doctor on call, the structure was flatter and the process appeared 
much shorter.
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The use of admission categories was deeply embedded in most of the practice 
observed, in the majority of cases the referrer was required to identify at least one 
category of admission. There was however doubt expressed about their usefulness in 
terms of accurately predicting the outcome of an admission. The primary function of 
the categories was an attempt to facilitate the breakdown of the different elements of 
either service provision or need which in turn allowed for prioritisation and therefore 
differential management of each element.
5.6.6 Manipulation of admission categories
A further outcome of the use of admission categories was that they were open to 
manipulation to achieve a certain end. In one instance when unable to offer a respite 
bed for four weeks, admission was achieved by those in the meeting by changing the 
category:
to me (name o f nurse) I mean I don’t know what you think because 
of our respite position and we can’t offer anything until the middle of 
December anyway, I’m wondering whether he should have a symptom 
control admission.
P2: He needs to come in under a different guise.
P1: A psychosocial support.
P1: Yeah I agree. (AM 2.2aA/N, 145-155).
The phrase ‘different guise’ showed an awareness that if the admission request was 
given a different label a bed could be offered, resulting in a conscious manipulation of 
the process. This revealed that whilst those working inside the hospice criticised 
referrals from ‘outsiders’ for giving misleading information to achieve admission for 
patients, nonetheless they adopted similar strategies themselves. The nurse went on 
to justify the change of category by explaining that it would offer the opportunity to do 
an assessment and deal with potential symptoms should the person’s condition 
deteriorate and: ‘...it wiii give the wife a break at the same time cos that’s not gonna 
hold until Christmas is it.’ (AM 2.2aA, 154-155). The team felt the need to do the right
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thing for the patient’s relative and were reluctant to say no to the request. Given that 
they were the people making the decisions presumably one option would have been to 
offer admission for respite but accept that a bed which would normally have been used 
under another category would need to be used differently. That they felt unable to do 
this reinforced that the categories had a strong influence on the process. The team 
chose to be less than transparent about the true reason for admission rather than bend 
the category rule and be seen doing so. Such action was justifiable to them because it 
met the needs of the carer. Effectively this prioritised the need of a carer above the 
need of any other potential patient needing the bed.
On other occasion there was evidence of a person being admitted from their home for
what was subsequently judged to be inability to manage at home, however this was not
the reason stated when the request was made:
P^'.‘Well that’s why I ask, I mean we’ll have to make that decision but that 
said you know she was coming in for a symptom control admission...
P2: Weil it was a bit o f a muddle originally it was end of life care
P1 : yeah that’s what I understood before I went away, that she was coming
in...
P2; they were led to believe from the discussion that she was coming for 
symptom control...
P1 : yeah the reason she came in was because the care wasn’t sufficient 
P2: Yea/7.'(AM 4.1 N/D, 333-345)
When potential admission for this person was originally discussed it was identified as 
being first for one reason then another. The situation was ‘muddiecf but the person 
was admitted. Retrospectively the hospice team judged the true reason to be 
insufficient care at home. The admission categories formed a boundary around the 
inpatient unit as formai and explicit statements of what were felt to be appropriate 
reasons for admission. The absence of other possible categories such as ‘insufficient 
care at home’ formed another non-explicit boundary regarding what was not felt 
appropriate. Possible explanations for the situation were that this patient’s condition 
changed at some point, or the referrer’s assessment was fundamentally different to
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that made by the hospice. Alternatively because the hospice had no category for 
‘insufficient care’ the request was labelled as something else, in effect the categories 
were manipulated as a strategy to breach the boundary. Retrospectively the clinicians 
discussing the case appeared to be of the opinion that the information they were ‘led to 
believe’ was not a true reflection of the situation. Whichever the case the person was 
admitted as and in effect ‘rescued’ from an environment which was deemed insufficient 
to meet their care needs. Whatever the function or purpose of the categories there was 
evidence that they were open to manipulation by both ‘insiders’ and ‘outsiders’ in the 
process. Where categories were not used the risk of such manipulation was minimised. 
Categorising a request in a particular way was a means of influencing priority.
5.6.7 Assessing priority
The issue of priority arose at many levels in the admission process, as discussed there 
was a cultural priority attached to physical and symptom needs. The second major 
prioritising activity related to the required urgency of response to a request for 
admission once appropriateness was agreed. The range of words used to describe this 
including planned, urgent, not urgent, very urgent, emergency, booked, elective, semi­
elective and pending. In practice establishing or agreeing priority was problematic as a 
doctor described: ‘...you’ve got four patients, ail need to come in and we can only take 
two...and you speak to the nurses and ail four nurses think that their patient’s the most 
needy.’ (Int 1.1D, 278-281). This again demonstrated the two judgements involved, 
one relating to appropriateness and one to priority. The nurses referred to were 
community nurses who would have been involved in making the requests for 
admission. A possibie reason for all the nurses identifying their patient as the priority 
was explained in the statement: ‘...ail we can do is our best but I think there’s a bit o f a 
bias sometimes, for your best is biased towards your patient’ (Int 4.1 N, 317-318).
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Knowing the patient and being responsible for their care influenced the level of priority 
given to that individual patient request for admission.
5.6.8 Manipulating the process
One nurse was observed to achieve urgent admission for their patient by not foliowing
the normal admission process. At one site it was a requirement to complete a referral
form for each request presented at the admissions meeting. The nurse phoned a
referral through to the meeting which was then discussed and agreed. A member of
the team at the meeting iater spoke about the importance of following the correct
process to ensure fairness:
'.../ think everyone should follow the same process I know sometimes it’s 
iike ( name of CNS) phoned in about the gentleman whose coming in today 
and she wiii send a form through that’s different, she wiii follow the correct 
process but I just think the process is important I think it has to be.’ (Int 
3.1N,145-151).
The admission process was identified as important and should be followed by 
everyone, except when one of the organisations own clinical nurse specialists phoned 
first, organised the admission and then foilowed the process retrospectively (AM 3.1, 
FN). The nurse was only able to achieve this because they were an ‘insider’. Their 
action effectively removed any risk of delay had they followed the correct process, 
effectively jumping the queue.
Other clinicians reported their colleagues adopting strategies aimed at increasing their
patient’s priority for admission by presenting requests for potential admission:
‘...some nurses were in the habit of sort o f coming to the referrals meeting 
with semi-referrals...so we made a decision...that we’d do away with that, 
that actually if you’re coming to the meeting you were coming with a 
definite request...’ (Int 1.1D, 290-301 ).
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The nurses were preparing the way for an admission by presenting tentative requests. 
Such strategies were considered unfair so the system was changed, who was involved 
in the decision to alter what could be presented at the meetings was not specified. The 
reason identified for such activity was related to uncertainty about the likely rapidity of 
a patient’s deterioration and fear of missing the opportunity for admission: ‘...you might 
have a CNS who’s quite anxious that they don’t miss the boat for getting a patient 
admitted...’ {\n{ 4.2N, 309-310). This behaviour reflected the balance that was required 
between not admitting a patient too early potentially resulting in an excessive length of 
stay but not leaving it so late that the patient either died first or reached a crisis and 
was admitted elsewhere. The nurse therefore tried to prepare the way for admission as 
far as possible to facilitate a rapid admission when it was needed. Doing so was the 
right thing because they felt it minimised the risk of their patient missing the opportunity 
to be admitted.
5.6.9 Use of waiting iists
When faced with the inability to admit patients immediately due to insufficient beds the 
teams would search for alternative strategies. For patients in the community they 
commonly looked at their capacity to offer more support in a patient’s home: ‘...what 
maybe i ’m aware o f is what services we can put in, like what our capacity is to perhaps 
go out and review somebody or step up our input...’ {\nX. 3.1 N, 27-29). Such increase in 
support was generally offered as a temporary measure whilst waiting for a bed. Five of 
the six sites used a waiting list, once a request was deemed appropriate but no bed 
was available that day or for a specified date then the request went on a waiting list. 
The list was then prioritised. None of the organisational documentation referred to the 
use of waiting lists or their management.
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One site actively avoided using a waiting list on the basis that the focus of their
admissions process was: ‘...to try to ensure that we dealt with today’s probiem today...’
(Int 5.1 D, 85). It was felt that the focus of the inpatient unit should be to offer admission
for urgent cases on the same day. Doing so was also identified as a means of
preventing nurses from adopting strategies to try and ‘earmark’ a bed in advance for
patients they perceived might need it. The same participant reported an ongoing
pressure to have a waiting list however such an approach was considered problematic:
‘...when the bed becomes availabie is an unknown time cieariy from the 
time of request, it might be a day or two. it couid conceivably be later that 
day and so in those circumstances, what that patient’s acute need wiii be in 
an unspecified number of days time is not possible to predict and so it is 
perfectly possibie, and I think relatively common that when it comes to it 
that patient isn’t the patient in the most need, it’s more likely I think that the 
patient who’s been on the waiting iist for four to five days is the one who’s 
next in line...’ {\n{5.^D, 85-103).
The inherent problem related to uncertainty both about when a bed might become 
available and what the patient’s condition would be at that point. The argument 
presented was that if the priority of the inpatient unit was to address the acute 
symptom needs of patients then use of a waiting list potentially left the problem 
unaddressed for hours to days over which time the nature of the problem may change. 
The expectation of the clinician was that, because of the admission process they 
operated, if appropriate it was likeiy that they could admit most patients on the same 
day, if not then alternative solutions would be suggested including possible admission 
elsewhere. In essence this was similar to the approach of seeking an alternative to 
address an urgent need adopted by other teams that did use waiting lists. The 
difference was that the referrer was not left with the expectation that a bed would be 
offered when one became available, although the team would remain in touch and 
continue to reassess the need. The perceived outcome of this was the professionals 
caring for the patient would; ‘...remain actively engaged and looking after that 
person...they remain an active unresolved clinical issue...’ (Int 5.1 D, 122-130). The
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implication was that once a patient was on a waiting list for a bed there was a 
possibility that the health professionals did not remain actively involved because from 
their perspective the promise of a bed at some point was seen as a resolution to the 
problem.
Another identified outcome of such a list was that it: ‘...prioritises peopie who’ve been 
waiting the longest rather than the people who are in most need on that day.’ (Int 5.1 D, 
143-144). There was evidence from other sites to support that length of wait was a 
concern to clinicians: ‘i ’m worried about (name of patient) he’s been on the board since 
the 12th’ {AM 2.1A, 20). This identified ‘worry’ about how long the patient had been 
waiting increased the sense of pressure to offer a bed. Whilst not possible to predict 
precisely how an acute need might change whilst waiting for a bed, with or without 
intervention, the three possible outcomes were it could worsen, remain the same or 
improve. The act of putting a patient on a waiting iist resulted in an expectation which 
then needed to be met. Whilst a patient on the list may subsequently be admitted with 
the same or worsening problem it was possible that their condition could have 
improved resulting in an unnecessary admission. Alternatively their problem stopped 
being actively and optimally addressed whilst waiting resulting in a potentially 
avoidable admission.
The priority of patients on a waiting list was reviewed from one day to another. There
was potential for new patients to come onto the list and be prioritised more highly than
existing ones when other factors were taken into account:
‘...it can be difficuit for hospital patients who sometimes get bumped from 
day to day you know...but we keep them on a waiting list sometimes for 
several days because we keep having community patients who have to 
come in...and sometimes those patients, by the time we have a bed, are 
too unwell to transfer or die in hospital...’{\nX 1.2N, 453-461).
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Reaching the waiting list was therefore not a guarantee of an admission and once on 
the list a patient’s current place of care was highly influential in the prioritising process. 
On occasions even with patients on the waiting list their admission could be delayed 
because the process included planning for emergencies. Conscious of the possibility of 
requests for urgent admissions beds would be protected: ‘...that gives us a coupie iater 
to play with should any emergencies come up, I don’t wanna give away ail the beds 
and then shoot myself in the foot iater...’ {AM 2.1 N, 709-711). Protecting beds for such 
a reason was effectively prioritising a potential and unseen patient over an actual one. 
This was justified on the basis that the last available bed could be allocated: ‘...and 
then somebody eise rings up with a case that wouid have been more deserving.’ (Int 
5.2D, 269-271). This was consistent with an approach of protecting the resource for 
use by those who needed it the most and advocating for the unseen patient. It was 
also prioritising potential need above actual need.
5.6.10 Place of safety
Discussion of admission requests always included the patient’s current place of care. 
There was a consensus amongst clinicians that patients at home should take priority 
for admission over patients in other care settings such as a hospital or nursing home 
as one nurse stated: ‘Yes I think we cieariy prioritise patients at home in need over 
hospital referrals...’ (Int 1.2D, 49-50). The rationale given was that whilst another 
setting: ‘...might not be the ideal environment for them they are stiii in a place o f safety 
and receiving professional care...’ (Int 1.2D, 51-52). Priority incorporated the level of 
perceived risk to the patient if they remained in their current care setting and the 
phrase ‘piace of safety’ was widely used in this context. Patients at home were 
perceived to be more vulnerable due to the absence of twenty four hour professional 
care.
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This view was expressed by all participants and reflected in practice in the admission
meetings. One clinician acknowledged the practice but raised doubts about its validity:
‘...again it’s slightiy an unwritten rule but we often say a community trumps 
hospital because they’re in a piace of safety, or a perceived piace of safety 
by being in hospital. I don’t think that’s necessarily true I think that 
sometimes being at home is safer than being on some hospital wards and 
we shouidn’t always say well they’re in hospital so they’re all right...’ (Int 
1.1D, 187-194).
Describing the practice as an unwritten rule suggested the belief was held so 
commonly in the admissions culture that it had taken on some of the power of a rule, 
albeit unwritten. The relative priority to be attached to a particular place of care was not 
addressed in any policy documents. Such practice was however identified as not 
taking into account individual need and the significance of the relationship of the 
individual patient’s problem to the care setting. It was counter to the practice previously 
described where clinicians carefully assessed what the nature of the patient’s problem 
was to avoid admitting a patient to the hospice when they were potentially not the most 
appropriate environment to meet that need. The availability of some level of 
professional care, albeit not ideal, was rationalised on the grounds that the patient was 
in a ‘place of safety’. It was identified however that receiving some level of care was 
not necessarily consistent with being safe if that care was very inappropriate. This was 
precisely the sort of situation clinicians identified patients needed ‘rescuing' from 
discussed previousiy.
5.6.11 Using scoring systems
Some teams had formuiated or adopted systems to help with the process of 
prioritising. A ‘scoring sheet’ was available for use at two sites but only routinely used 
at one. The system was identified as a tool to decision making. The sheets were 
intended for use by the person making the referral. Both followed the theme of 
categorising need to which a score could be allocated between a range of severe,
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moderate, some or none (D 2.2, D4.5, D4.5). The highest score indicating the greater 
priority for admission. Both score sheets included physical, emotional and social 
factors. The ordering of them, with physical symptoms first, was consistent with all 
other documentation: ‘...so his score for his physical symptoms are one for the 
emotional psychological symptoms, he scores two, so does his wife, so two, four, five 
(.) I think a respite referral for him is quite appropriate...’ (AM 2.1 N, 555-558). Both 
sheets had a category to score if the patient was dying, one either within forty eight 
hours or within two weeks, the other gave no time frame. One sheet scored for if the 
patient was known to the hospice team demonstrating that previous knowledge of a 
patient positively influenced their priority for admission. One also scored for a patient 
who had expressed a wish to die in the hospice making preferred place a care an 
influencing factor in priority.
The aim of the scoring systems was described by clinicians as: ‘...so that there’s equity 
of using the same processes...’ (Int 2.2D, 268-269). The system was suggested to 
make the process fairer by introducing consistency by its application. One ciinician 
working in a hospice with no scoring system felt their process would be improved by its 
introduction: ‘...I do think it wouid to me feel more equitable if there was some kind of 
scoring system i don’t know if that’s the right way o f putting it but some sort o f criteria 
that we were ail foliowing...’ {\nX 4.3N, 151-153). The participants consistently identified 
the need to try to maximise consistency in the way the admission process worked to 
ensure it was equitable. They identified standardisation in the form of explicit criteria or 
quantification using a scoring system as a means to achieve this.
Most of those who had used a scoring system however raised doubts about the 
usefulness of it in practice: ‘...we have a scoring system... but again that’s very 
subjective and each referrer couid score differently...’ (Int 2.1 A, 204-206). Though
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scores appealed to some as a means of introducing a degree of objectivity, they were 
described as subjective by those who had used them. Another participant working in a 
different organisation described similar reservations about such a system: '.../ might 
score them as a three, my coiieague might score them as a four, somebody eise might 
score them as a two, it’s just not, it wasn’t an exact science but then it never is.’ (Int
4.1 N, 101-108). This statement showed consideration of why the system was felt not to 
work, alluding to the nature of the exactness of the science being dealt with, or lack of 
it. I consider this was due to the inherent complexity and subjectivity of the types of 
judgements involved.
One reason why people scored the same situation differently was identified as a
motivation to do the best for a patient: ‘...I sort o f see it as seiiing my patient...! think
that probably people would score them, score them accordingly...’ (Int 4.1 N, 101-105).
The allocation of the scores was ultimately based upon a judgement about what
constituted for example a severe symptom or a moderate one. The scores were based
upon the professional's assessment not the patient’s and in one instance the score
given by the referrer who had presumably seen the patient, was altered by another
member of the admissions team who had not seen the patient:
P I: ‘His score breakdown is eight, so three for his severe physical 
symptoms, three for the severe emotional, spiritual problems for him and 
one for care response insufficient. We haven’t scored for the carer actually 
which I’m surprised about but the additional info that they’ve given us, his 
wife is very distressed at care environment in a hospital ward..
P2: That wouid be an eight plus wouldn’t it really?
PI: Hhm i think he should have been scored for his carer...’ (AM 2.1A/N, 
518-525).
The rationale for the practice that the admission team could change a score was not 
stated but it retained ultimate control of the allocated score with them. Like admission 
categories the scoring system was a tool which could be manipulated and made to 
work to achieve a particular end. Allocating a high score increased the likelihood of
224
admission. By doing so the clinician felt they were doing the right thing by fulfilling their 
responsibility to the patient. They acknowledged adopting such practice and believed 
others did the same. A score was therefore open to the influence of personal bias 
resulting from the relationship between a clinician and a patient and the influence of 
scorers in the meeting who may never have seen the patient.
5.6.12 Juggling
Patient related factors where only part of the admissions story. The process was 
described by one person with the phrase: ‘It is very much such a juggle’ (FN, 2.2A) 
pointing to the presence of multiple factors which needed to be moved and managed in 
a controlled manner but were continually associated with an element of risk. One such 
factor was the availability of rooms or resources on the wards to enable admission: ‘...it 
might just take a bit o f manoeuvring beds and people around but we might be able to...’ 
(AM 1.1N, 56-57). This pointed to the existence of different priorities that required 
consideration and that priorities were different dependent upon the area in which the 
clinician worked. In this instance facilitating an admission involved some disruption to 
the current inpatients, a decision then needed to be made as to which need took 
priority the patient needing admission or the need of the current inpatients’ not to be 
disturbed or moved. Another factor referred to was the potential risk associated with 
admitting particular patients: ‘...what my risk is if  you have two fungating wounds ...’ 
(AM 2.1 bN, 18). These types of wounds presented the potential for a major bleed, an 
emergency and potentially rapidly fatal event. Consideration had therefore been given 
to the potential for having to manage two such bleeds at the same time. Another 
common consideration was the gender of the patients and allocation to an appropriate 
male or female bed: We would never mix gender in a bay’ (FN 2.1 bN, 61). The 
outcome of this was that sometimes beds were available but a patient could not be 
admitted into them if they were the wrong gender, they would need to wait for a male
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or female bed to become available. The requirement that a patient was not cared for in 
a mixed gender bay was routinely prioritised above an individual patient’s need to be 
admitted. Consideration of these factors related to forming a boundary around the 
standards of care and safety on the inpatient unit and the reduction of clinical risk.
The existence of different priorities was highlighted by some clinicians:
'.../ think that probabiy the (name of senior nurse) priorities are to think is 
this going to be somebody that’s going to occupy a bed and you know have 
we got enough staff to manage it, whereas i ’m thinking more about the 
complexity o f the patient...’ {\nt 2.2D, 297-299).
Here again a doctor identified the nurse’s priority as determining if sufficient resource 
was available to meet all the needs on the inpatient unit if a new patient was admitted. 
The doctor identifies their role as, on the face of it, focused on the individual patient 
need. Their role however is to judge if the complexity of the patient need warrants 
admission. Their priority was not therefore the individual patient but protecting the 
organisation from an inappropriate admission. One medical clinician described how 
ultimately their prioritising decisions were made: ‘...in the end i see this as we are given 
an expensive resource by this community, funded resourced hospice beds and the 
implicit request o f us is to make best use o f those resources...’ (Int 5.1 D, 419-424). 
This presented a different focus, a broader perspective encompassing responsibility to 
the local community to use the beds in the most effective way possible. Some 
clinicians therefore adopted an organisational perspective, taking a more strategic view 
regarding the best use of the inpatient unit.
Other factors identified were felt could, but should not, influence the decision making 
process: L.nof you know the more popular patient or the one who makes the most 
noise or puts through the most phone calls isn’t always the most needy patient...’ (Int 
4.2N, 285-287). That patient popularity, or how vocal patients were in making requests
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for help or support, were mentioned in this context indicated that this clinician felt they
had at least the potential to be influential. The possible influence of how vocal a person
was also applied to clinicians when presenting their requests:
‘...I s ’pose sometimes you, some people’s voice is stronger than others, so 
if some people are advocating for a patient other people will just sit back 
and think oh well they’re going to get there, who they want (.) but i  s ’pose 
that’s just life really...’ (Int 3.1 N,105-108).
The influence of more vocal clinicians compared to less vocal ones in meetings was 
presented here as the reality, something they were resigned to. That such events 
occurred was confirmed by a clinician at a different site who saw part of their role in 
meetings as supporting less confident team members: ‘...to be heard alongside on an 
even playing field with other people who are perhaps more able to sell the story...’ (Int 
4.2N, 393-394). The use of meetings in the process therefore incorporated an element 
of risk in that it was not solely the patient need that influenced prioritisation but 
potentially the ability of a person making a request strongly enough that it overpowered 
other requests.
In summary the theme of managing uncertainty and risk has described how those 
involved in the admission process attempted to manage a situation characterised by 
uncertain information. The uncertainty related to both an element of suspicion about 
the validity of the information they were presented with, and an acknowledgement that 
the nature of the situations they dealt with were inherently uncertain. They adopted 
strategies to gather more information and use prior knowledge of patients where 
available to inform their judgements. There was evidence of attempts to change 
admission structures and processes to make them more effective. Faced with such 
uncertainty the strategies adopted to try and introduce order included categories of 
admission, an attempt to more accurately identify and predict need, and admission 
scores, an attempt to quantify the process. Both were reported to be problematic.
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When faced with an inability to meet the demand for beds immediately waiting lists 
formed. Whilst these introduced order they also presented potential problems. 
Alongside waiting lists the euphemism of ‘a place of safety’ had become synonymous 
with an unwritten rule that requests for admission for patients in hospital should be 
given lower priority requests for those at home. Managing uncertainty and risk 
therefore presented major challenges in the admission process. This involved ‘juggling’ 
multiple factors associated with risk to both the patients and the staff as they tried to do 
the right thing for all concerned.
5.7 Managing face
The theme ‘Managing face’ describes how those involved in admission decisions were 
concerned about managing a variety of expectations and their reputation. These were 
both internal and external and included meeting the expectations of patients, families, 
other professionals or colleagues and their expectations of themselves.
5.7.1 Patient expectation
Clinicians described the relationships they formed with patients in the following terms:
‘...often you, fora long time really, build up a relationship with them and the 
family and you’ve walked along with them and you know and always have 
sort o f said you know we’re here to help you know.... ’ (Int 4.1 N, 220-226).
The relationship is described almost as a partnership developed over time, walking 
alongside someone to offer support with the message that the clinician will help when a 
need arose. The cultural expectation was one of being helpful. Such clinical 
relationships therefore contributed to forming or raising the expectations of patients 
and family members. Admission to the hospice was also identified as potentially 
influencing a patient’s expectations of other care providers: ‘...we give them this lovely 
environment which then is never going to be matched in any nursing home that they go
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to...’ (Int 2.2N, 217). This reinforced the image of hospice as ‘special space’ and 
superior to potential alternative places of care. The risk of raising such expectation was 
suggested as a reason to be cautious about offering it in some situations. This caution 
for some translated to active management of patient expectations’ regarding what may 
not be on offer: ‘...we don’t encourage people to think that they have a choice in terms 
of preferred place of care...’ (Int 5.1 D, 466-467). Concern about patient expectation 
was evident at all stages of the admission process. It formed part of the judgement and 
decision to offer a bed or not: ‘..making sure it’s something that can be helped by 
coming in, that it’s not unrealistic expectation...’ (Int 1.1D, 131-132). Clinicians did not 
wish to be seen as failing. Having agreed in principle to a patient admission 
expectations continued to be considered: ‘...if that bed is free then that’s his bed but 
let’s not inform...until we’re absolutely dear that we’ve got a bed...’ (AM 1.2N, 68-70). 
They did not wish to risk offering a bed and then have to withdraw the offer. 
Expectations of the outcomes of admission were however identified as potentially 
variable:
‘...people come and i think the expectations are kind of given by whoever’s 
making the referral, because the patient might have their own expectation 
and the family and then the clinician, or whoever’s referring have their own 
expectation and often those don’t actually equate to each other...’ {\n\ 5.3D, 
93-95).
This may be further evidence of the inherent uncertainty of situations but was 
significant in the sense that admissions were organised, presumably with a specific 
aim or purpose, which would have required the patient’s consent. Such variance in 
expectations might suggest a failure in effective communication between all parties.
What was demonstrated by the references to expectation was a tension within a 
culture that sees and presents itself as there to help but also needs to manage its’ 
boundary. Potential conflict existed between clinicians fostering helping relationships
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with patients and families, guided by a national standard advocating discussion about 
preferred place of care and those team members attempting to manage the inpatient 
boundary. This may also account for why expectations ‘...don’t actually equate to each 
other.’ {\n\5.3D, 93-95).
5.7.2 Judging other peoples’ decisions
Variance in expectations between clinicians was evident in the judgments they made 
on decisions taken by their colleagues to admit some patients: ‘...occasionally there 
are patients in and i think how on earth did you get into the hospice, if  i ’d looked after 
you in the (name of hospital) i ’d have been discharging you to a nursing home...’ (Int 
2.2D, 206-209). The expression ‘how on earth’ revealed a significant discrepancy in 
opinion as to the appropriateness of admission to the hospice. There was no 
acknowledgement or apparent recognition in the statement of any other possible 
reasons or factors which may have influenced their colleague’s decision. Clinicians 
therefore evaluated the decisions of other team members.
The clinicians displayed awareness that the decisions they made to admit a patient or 
not were judged by others. One nurse described visiting a patient early in the morning 
and finding them in severe pain so admission had been arranged for later that day. The 
nurse reported the opinion given by a colleague on the inpatient unit later: ‘...when she 
came in it was ‘well she doesn’t look too bad, well actually she looked reaiiv reaiiv bad 
at home at seven thirty this morning...’ (Int 4.3N, 59-61). The comment that the patient 
was not ‘too bad’ may have been intended to give reassurance that the patient was no 
longer distressed. The nurse however interpreted it as a criticism of their decision to 
request admission, prompting them to feel the need to justify their action. The tone with 
which the reported interaction was reported suggests a degree of unhappiness about 
the comment and the view that unless the other person had witnessed the situation
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earlier that morning they were not in a position to comment. Clinicians were sensitive 
about how their judgements and decisions were viewed by others.
5.7.3 Worrying about reputation
Others talked about their awareness that their colleagues held opinions about their
decisions and how they managed this:
"... I ’m not aware, I mean sometimes there’s a bit o f grumbling and i ’ve got 
a reputation i think, which the nurses laugh about, for just always fiiiing the 
place up with patients and saying yes to everybody and that’s fine and i 
recognise that and we laugh about it...’ (Int 5.2D, 379-384).
This clinician described the reaction of colleagues who expressed some dissatisfaction 
with the decisions they made when agreeing requests for admission. Whilst such 
interactions were described in a light hearted manner using humour, the use of the 
term ‘reputation’ implied something more powerful. A person’s ‘reputation’ may be 
good or bad but in general it matters to them. Making decisions to admit patients 
therefore not only had implications for the patients concerned but also for the 
reputations of the people making the decisions. Such concerns were significant 
enough to influence decision making, potentially leading to significant consequences 
for patients’: ‘...we deliberate and wait and wait and wait and then we miss the boat 
because we’re so worried about sending people and getting a name for sending them 
and then they dog up beds here...’ (Int 2.2D, 281-282). In such instances the need to 
avoid ‘getting a name for’, which in this context equated to getting a bad reputation, 
may come at the cost of delays in requesting hospice admission. For some patients the 
consequence may be that the opportunity is then lost due to their further deterioration 
or death. Two factors appeared significant, firstly the waiting and deliberation reiterated 
the difficulty clinicians had predicting outcomes for patients, decisions were therefore 
delayed until the likely outcome became clearer. Secondly part of the concern was the 
possible outcome of ‘clogging up’ beds and anxiety about how the decision would be
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judged in terms of either the length of patient stay or the appropriateness of the 
admission or both.
The judgements and decisions to admit a patient made by those involved in the
process were themselves subject to judgement by other members of the hospice team.
This might be described as a type of informal evaluation or peer review process. Those
involved voiced an awareness that they participated in the process both in terms of
making judgements about other people’s decisions and having their own decisions
judged. Overwhelmingly the reports focused on the perceived criticism of their
decisions rather than praise:
‘...it’s not always easy because I think other peoples’ perceptions about 
your decision making can make you think well: have i made the right 
decision, is that, would my colleagues have made that decision...’ {\ni 5.3D, 
193-195).
Such practice presented a potential risk to the clinician’s reputation significant enough 
to influence their decision making at times. Those involved were concerned not just 
about if they were doing the right thing for the patient but also whether their colleagues 
would think it was the right thing or not. This appeared to function as a powerful 
informal feedback mechanism which significantly contributed to forming and 
maintaining the culture and rules of admission. What was less evident was a formal or 
explicit evaluation of the decisions made during the admissions process. Verbalising 
such differences of opinion was described as problematic: ‘...other times when it’s 
actually very uncomfortable, when you have to say well actually I don’t, I do not think 
that’s the right thing to happen...’ (Int 5.2D, 397-399). Whilst disagreeing with a 
colleague’s decision was not unusual, saying so directly was described as feeling not 
at all comfortable. As discussed this was sometimes dealt with using humour however 
this belied more serious concerns for clinicians. One clinician described the position of 
saying no to some admission requests in the following terms: ‘...so I think i ’m probabiy
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{0.2) crueller I guess or more ruthless in terms of making sure it’s appropriate for 
somebody to come in...’ (Int 2.2D, 337-338). Associating declining an admission 
request with such negative characteristics as cruelty and ruthlessness reinforced the 
level of difficulty experienced when saying no to people, which may challenge their 
perception of them self. Whilst this was a self assessment it raised the possibility that 
others might also view the person in those terms. When differences of opinion 
occurred at an individual to individual level concern was expressed about how this 
might be perceived: ‘...I may disagree with your judgement on this particular occasion 
but i ’m not you know, you know that’s not a judgement about you, I hope they don’t do 
so about me.' (Int 5.2D, 426-428). Such situations were therefore a potential source of 
conflict within teams if a distinction was not made between judging the person instead 
of the judgement. Given the range of judgments and perspectives described in the 
process this risk presented major implications for team dynamics and harmony.
The difficulty and discomfort reported when faced with the prospect of saying no or 
verbalising disagreement over judgments or decisions was consistent with the hospice 
image as a harmonious and tranquil place. It may have accounted for, or been an 
outcome of, the apparent lack of explicit or formal evaluation procedures relating to 
admission decisions. It also explained some of the actions taken by clinicians to 
manipulate the admission process, as one participant stated: ‘...there are lots o f ways 
people have of perverting systems that they don’t agree with.’ (Int 5.1 D, 508-509). 
Manipulating the admission process was one means of doing the right thing from their 
perspective but avoiding being directly confrontational in a culture which found explicit 
expression of disagreements ‘very uncomfortable’.
Reputation was also important in terms of how a hospice presented itself to external 
agencies there was a perceived need to be seen as: ‘...a responsive service...’
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(lnt.1.1D, 171). They needed not just to respond but be seen to respond to requests for 
admission. This was reiterated by another clinician who stated: ‘...our Job is not to be 
obstructive, our Job is to be helpful if we can...' (Int 5.2D, 238-239). Whilst being helpful 
was an integral part of their role this was tempered by the need not to raise unrealistic 
expectations which involved following the normal admission process and not bending 
the rules too often. One nurse identified that at times it was both possible and more 
convenient for all concerned to admit a non-urgent patient at the weekend however 
there was also a need not to set precedents: ‘...you have to be careful in the messages 
you give ...where you set a precedent...you give them mixed messages...’ (Int 1.2N, 
488-497). There was a balance to be maintained between being seen as helpful but 
also maintaining the boundary. Keeping to the process served a function in managing 
expectations and directly influenced the decisions made. The requirement to maintain 
this balance was identified as linked to the charitable status of the organisations which 
relied on donations from the community for their existence: ‘...talking to our trustees 
about how best we use the facilities, that they are representing the community in terms 
of the giving that we have in this area that sustains this place...’ (Int 5.1 D, 316-318). 
The existence of the hospice was dependent upon the generosity of the local 
community who, represented by the trustees, would only donate to a cause they 
supported and saw as a worthy recipient of their fund raising efforts.
5.7.4 Maintaining reiationships
Addressing the existence of varying perspectives to minimise the potential for conflict 
was an important part of the process. The reported changes made by some hospices 
in the way admissions were managed were felt to have positively influenced 
perceptions: '... it used to be much more doctor, a doctors decision...there would be no 
muitidiscipiinary discussion...it was much more yeah doctor based autocratic decision.’ 
(Int 3.1 N, 83-86). The previous structure and process was identified as: ‘...frustrating
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when you’d just be told so and so’s coming in...and it’s just a doctors decision...’ (Int
3.1 N, 121-123). A perceived lack of involvement in the decision making process 
resulted in dissatisfaction about uni-disciplinary decision making and then being told of 
the outcome. The change of structure to a meeting with a large multidisciplinary 
attendance was perceived to work well because it was felt to be fair and ‘...my voice 
will be heard and it will be discussed and my opinion will be taken into consideration so 
if  they’re not going to come in then...you know you’ve done your best..and there’s 
probabiy a very good reason why...’ (Int 3.1 N, 125-129). Several factors appeared key 
to the perceived improvement one being the opportunity to express an opinion or 
‘having a voice’. Further than that the resultant belief that their opinion was listened to 
and considered. Secondly such involvement enabled them to feel they had done 
everything they could for their patient. Thirdly involvement in a multidisciplinary 
discussion appeared to result in an increased willingness or ability to accept that if a 
patient was or could not be admitted there was a justifiable reason, this may have been 
due to a greater awareness regarding the other demands on the service or better 
understanding of the rationale for the decisions made as an outcome of being part of 
the multidisciplinary discussion.
The theme managing face has explained the participants concerns about the 
importance of dealing with the expectations of patients, the general public and their 
colleagues. The issue prompted concerns in their daily practice sufficient to potentially 
influence their decisions and certainly to worry about how those decisions would be 
perceived by others. In the apparent absence of other formal evaluation procedures 
this appeared to serve as a type of informal feedback mechanism contributing to and 
reinforcing the culture and rules of admission.
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5.8 Summary
In this chapter the core theme of ‘doing the right thing’ has been presented. The theme 
was supported by three sub themes - managing boundary, managing uncertainty and 
managing face. These themes offer a description and explanation of the factors that 
influence the judgement and decision making process of those involved in decisions to 
admit a patient to a hospice. The process has been diagrammatically presented using 
Brunswick’s Lens Model as a framework.
The process of hospice admissions has been demonstrated to be multi-layered and 
complex. The judgements involved when deciding which patients should or should not 
be admitted incorporated multiple factors and perspectives. At an organisational level 
the findings demonstrated marked variance from site to site in terms of structure, 
process and beliefs regarding certain aspects of hospice inpatient provision. 
Accessibility to hospice inpatient units differs from one location to another due to these 
variances. Overall there was an explicit consensus at all sites that physical needs or 
symptom control were or should be a priority but there were differing opinions about 
end of life care, respite care and admission for rehabilitation. The elements of 
psychological and spiritual care were always secondary to physical care and only 
influential when they contributed to a picture of complex need.
The admission process involved multiple considerations associated with inherent risk 
to patients, staff and ultimately the organisation. The information available to those 
trying to manage these situations was characterised by a degree of uncertainty. The 
uncertainty related to an inability to be accurately predictive about the needs of the 
patients they were being asked to provide a service to, or for how long that service 
would be required.
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Within the teams involved in organising admissions there was evidence of conflicting 
priorities. For some the priority was to meet the needs of an individual patient, for 
others it was meeting the needs of the current inpatient population or its staff. Some 
participants saw their role as fulfilling a philosophical belief that the unit should be 
reserved for use by patients with particular needs to the exclusion of others. Strategies 
were employed by team members in an attempt to manipulate the process to achieve 
their own priorities in a culture that found challenging the alternative expressed 
priorities difficult.
Close examination of the process however revealed that overall the participant’s 
actions were motivated by the same goal, to do the right thing. There was however no 
definitive ‘right thing’ because defining that depended upon the perspective of the 
person making the judgement at the time. To add to the complexity, perspectives were 
also not fixed but influenced by the individual’s role in the process at the time. There 
appeared to be limited understanding of other peoples’ perspectives, and there was 
limited evidence of attempts to share or explore those differences in a culture that 
found disagreement very uncomfortable to verbalise.
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CHAPTER 6. DISCUSSION
6.1 Introduction
This study of hospice admission processes aimed to describe and explore the 
judgement and decision making that occurred in clinical practice when admitting 
patients to hospices. The findings provide new insight into this previously poorly 
described area of hospice practice. In this chapter six key findings of the study are 
discussed in relation to relevant literature and their contribution to debates regarding 
hospice service provision and wider issues identified in relation to models of health 
care and the allocation of health resources. The core theme of ‘doing the right thing’ 
presents challenges to hospices in relation to balancing the various demands the 
service faces day-to-day. Doing the right thing in relation to the Lens model is 
discussed drawing on examples where this model has been used to understand 
decision making. The second key finding was that the hospice was seen as a special 
place where a very specific specialist service was provided. Living well’ or ‘dying well’ 
was the third key issue to which the study findings relate. This is where physical 
symptom control was related to ‘living well’ until death. A further key finding was the 
insider-outsider referral process where hospices protected their boundary from 
admission of patients who required a type of care that they felt may disrupt their 
service. The admission process was the fifth key theme established in this study. This 
related to a lack of consensus regarding the criteria for hospice admission. The final 
key theme presented in this chapter relates to competing models of care and how 
‘traditional’ care has been relabelled ‘complex need’, plus a focus on a biomedical 
model with prioritisation of physical symptoms. The final part of this chapter addresses 
the remit and purpose of hospice in respect to the presence of complex and competing 
models of hospice care.
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6.2 Doing the right thing
‘Doing the right thing’ reflected how hospice staff were motivated to make the ‘right’ 
decisions in searching for a definitive guide in the context of prioritising patient 
admissions to hospice. Smith (2012) has observed that ‘doing the right thing’ is a 
commonly used phrase, often described in both general and business literature, but 
not clearly defined. This was based on a study often participants where a core concept 
of the lived experience of ‘doing the right thing’ was identified as: “steadfast 
uprightness against adversity” (Smith, 2012:85). It was also associated with the 
affirmation of human dignity in nursing practice by Milton (2011 ), underpinned by a 
reverence for human presence which was considered to be an essential element of 
competent nursing practice. Milton (2011) suggests that nursing brings with it the 
unique privilege of bearing witness to the changing health patterns and transitions that 
their fellow humans experience, such as dying. ‘Doing the right thing’ involves “not 
abandoning others in moments of life’s transitions” (Milton (2011:17), and as such 
relates closely to Arbuckle’s (2013) parallel to the Good Samaritan parable and the 
‘mission’ aspect of a founding healthcare model. Striving to ‘do the right thing’ in 
hospice culture also implied an element of adversity within that culture, based on the 
findings presented here.
The findings of this study present new insights into hospice culture which explain how
clinicians interpret ‘doing the right thing’ from a number of cultural and functional
perspectives. Previous studies focusing on the characteristics of patients who were
admitted to hospices (Hinton 1994, Addington-Hall el a!., 1998), have not illuminated
these wider considerations as influential in hospice admission. Whilst they have
provided insight into which patient characteristics appeared to increase the likelihood
of admission the studies were unable to offer an explanation of why. A key judgement
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made in the hospice admission process is that requests are judged as ‘appropriate’ or 
‘not appropriate’ (Eagle 2002, Eagle & de Vries 2005). Using a focused ethnographic 
approach and a constructionist perspective this study deepens an understanding of 
how such judgements are constructed. Based not solely on patient need, the 
judgements are constructed based on consideration of, and beliefs about, how a 
hospice should manage its boundary, the risk of admission to the patient or 
organisation and to the public or personal face of hospice and those working in it.
One of the important aims of the study was to understand the process from the 
perspective of those involved in admission decisions in day-to-day practice, hence the 
decision to use an ethnographic approach for the study design. At the outset, my 
clinical background led me to focus on the patient admission request. Based on 
previous experience of using an adaptation of Brunswick’s Lens model (Brunswick, 
1943) in the analysis of a patient assessment, the model offered a starting point to 
explore admission requests. Davis and Plas (1983) similarly applied an adapted Lens 
model to the study of consumer judgements of the overall effectiveness of an 
education training programme. On the basis that, whilst using client judgement on the 
effectiveness of a service might be difficult to achieve due to its complexity, the 
assessment of such judgements was a necessary part of a comprehensive evaluation. 
Their study design identified a consumer’ group composed of 17 participants who were 
part of an in-service teacher training programme operating in three states in 
Tennessee, America, and 17 participants who delivered the training. The consumer 
group first identified the variables they considered to be associated with the quality of a 
training programme by interview. Using multiple regression analysis the identified 
variables were then measured against the service providers. The Lens model was 
used by Davis and Plas (1983) to identify what variables contributed to a judgement on 
effectiveness.
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Due to the limited number of studies which have examined the judgement and decision 
making processes associated with hospice admission little evidence was available to 
identify what factors contribute to, or influence the process. The simplest single system 
design of the Lens model facilitates the study of a person’s judgements in the absence 
of a known ecological criterion but does not allow for a comparison with the actual 
environmental outcomes facilitated by the double and triple system designs (Cooksey, 
1996b). In this study the use of a Single System Lens Model was limited to being 
applied as a framework or starting point to consider which types of information 
clinicians used when making judgments and decisions when presented with an 
admission request, in the absence of prior empirical evidence revealing what those 
were. Unlike Davis and Plas (1983), whose study was designed based on the Lens 
Model, the ethnographic design of this study was field orientated, aimed at 
understanding the culture and meanings the participants assigned to their experiences 
(Cruz & Higginbottom, 2013). Similar to the parallels drawn by Geertz (1973) between 
the study of culture and the study of clinical inference in medicine this study has 
provided insight into the cultural inferences that formed part of the hospice admission 
process. The findings provide new empirical data regarding factors influencing 
admission decisions which could guide further research or be further examined using a 
Lens Model design or other approaches.
An example of the potential for further study was Chavis et al.’s (1986) exploration of 
the phenomenon of "a sense of community’. Though acknowledged as important in the 
field of community psychology, the phenomenon was described as poorly defined and 
had therefore not been subject to systematic examination. Sense of community’ was 
theorised to be represented by four elements; membership, influence, sharing of 
values and shared emotional connection, these elements were then tested by Chavis
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et al., (1986) using a Lens Model incorporating multiple regression analysis. They 
contended that the model “accommodates the perceptions o f persons with divergent 
perspectives by determining where there exists consensus or shared reality” (Chavis et 
a/., 1986:27). The process could make the intangible tangible by defining a common 
core of perception and had the capacity to represent different cultural systems in 
society by incorporating the cognitive systems of a wide range of observers. It 
therefore allowed for the examination of cultural differences and similarities (Chavis et 
al., 1986:27).
In relation to this study, ‘doing the right thing’ reflected the motivation of participants to 
make the right decisions in the context of a number of dilemmas. These incorporated 
balancing the competing issues evident within the themes of boundary, risk and face. 
In the context of healthcare allocation decisions, the intangibility of factors influencing 
decisions relates to implicit decision making that occurs at a clinical level. Such 
decisions, made at the discretion of professionals, are proposed to be more sensitive 
to the needs of, and differences amongst patients (Mechanic, 1995). This contention 
was not supported by the findings of my study, where the implicit decision making 
observed was at least as, if not more, sensitive to meeting the perceived needs of 
organisations or ‘speciality’, than those of the patients. Whilst supporting the proposal 
that decisions made at a clinical level were sensitive to differences amongst patients, 
the identified differences could equally be used to exclude access to a hospice, as to 
enable it. An example of this was how a person with dementia was ‘not fitting into the 
picture of the hospice’, by challenging the sense of calmness that was integral to how 
the hospice was viewed, also identified by de Vries (2006) in relation to variant CJD 
admissions. The exclusion of marginalised social groups may thereby be perpetuated 
by implicit rationing as Williams et al. (2012) have suggested. This insight offers some 
explanation of why, despite policy efforts to improve access to hospice and SPC care
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for patients with non-malignant disease (DH (E), 2008), only 12% of patients admitted 
to hospice inpatient care in 2012-13 had a diagnosis other than cancer (NCPC, 2014).
The confusion of moral values exhibited by health care systems (Williams et al., 2012) 
was reflected in the multiple perspectives at play and the competing cultural beliefs 
that influenced hospice admission decisions. The multiplicity of factors involved, in 
part, supports Addington-Hall et al.’s (1998) contention that hospice admission 
appeared to be governed more by chance than need and that patient related factors 
were not predictive. The outcomes of admission requests observed in this study were 
determined by the continuum of beliefs and views regarding the appropriate use of a 
hospice bed. The element of chance was which view would dominate, either explicitly, 
or by manipulating the system, at any particular time. Uncertainty and conflicting goals 
have the potential to induce conflict (Doherty & Kurz, 1996) and both were evident in 
this study. Participants reported evaluating the decisions of their colleagues and were 
aware that their decisions would be judged in turn. This awareness was significant 
because it had the potential to delay a decision to admit, to the point that the patient 
‘missed the boat, by becoming too unwell to be moved.
Hospice admission culture appeared averse to conflict in terms of finding it 
uncomfortable to express differences of opinion informally. There was also little or no 
evidence of formal attempts to evaluate the outcomes of the admission processes. To 
avoid confrontation some participants achieved their goals by manipulating the system. 
In the context of ‘doing the right thing’ this related to not abandoning others at a time of 
need in their dying journey (Milton, 2011), and a need to make a stand in the face of 
adversity (Smith, 2012), when others might view admission as not appropriate. 
Recognising and analysing the existence of conflicting goals, using social judgement 
theory, is a means of understanding sources of disagreement amongst experts and
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thereby reducing conflict (Doherty & Kurz, 1996). It may also present opportunities to 
minimise the risk of processes or systems being perverted. More significantly, from a 
cultural perspective, it may offer an opportunity for subcultures to find a voice. The 
subculture which drove the manipulation of admission processes was that which saw 
hospice as a special place, based on a traditional model of hospice care.
6.2.1 A special space
A key theme that was established from this study was that all hospice staff believed 
that hospice was special at a number of levels. Specialness related to the service they 
could provide that other providers could not, this explicitly related to the specialist 
knowledge relating to symptom control. Implicitly it related to the provision of care for 
the dying person or a special caring approach which prompted the ‘rescuing’ of 
patients from inappropriate intervention or home situations that had broken down.
The need to project a perception of hospice care as ‘special’ is not new. As James 
(1986) described, hospices were founded on an implicit criticism of mainstream 
services. They were therefore expected to be different. Similar to the findings 
presented in this thesis perceiving hospice as ‘special’ functioned as a boundary to 
protect its purpose and give permission for care to be organised differently and 
practice to develop in new ways (James 1986). A need to be identifiably different was 
therefore seen as integral to their ongoing survival. The challenge of defending and 
justifying a perception of ‘specialness’ in hospice care was also felt to have increased 
as a result of greater integration with NHS services in the mid 1980’s (James 1986). 
The findings of this study indicate that the language adopted to promote hospice as 
special has translated from ‘specialness’ into ‘specialist’.
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Inpatient admission required a ‘specialist’ physical need or a symptom requiring 
‘specialist’ attention much in the way described by Froggatt (1995) where specialist 
knowledge of pain and symptom control contributed to hospice nurses being seen as 
‘ritual specialists’ in care of the dying. Focusing on pain and physical symptoms is also 
a means by which hospice nurses achieve some elements of reputation (Arber, 2004,
2007). Similarly in the context of the hospice admission process in this study 
‘specialist’ physical symptom control served similar functions in respect of 
organisational reputation and was used as a rationing tool to limit access to the 
‘specialist’ inpatient services.
Hospice inpatient admission processes that explicitly prioritised particular types of 
distressing physical symptoms enabled clinicians to maintain a boundary focused on 
cancer patients. This practice did not reflect national policy directives aimed at 
improving accessibility to palliative care services for those with non-malignant disease 
(DH (E), 2008). There was no evidence from this study that the staff viewed hospice in 
the less complementary way that Lawton (1998) had identified as ‘specialness’ of 
hospice. That is, contemporary hospices functioning to sequester bodily deformation 
and decay thereby enforcing and maintaining western cultural ideas regarding ‘living’ 
and the hygienic and sanitised bounded body. From the perspective of the participants 
in this study focusing on this type of physical problem constituted an appropriate use of 
the service to the benefit of the patients concerned.
Routinization of hospice, as James and Field (1992) predicted, may have displaced the 
humane care of the dying. Attending to the suffering associated with advanced 
physical disease has also been identified as a realistic and worthwhile activity, albeit 
risking the accusation of médicalisation and ‘routinization’ (Clark, 2002). Focusing on 
physical symptoms at the point of inpatient admission constituted ‘doing the right’ for
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those involved, based upon a belief that the inpatient unit offered a particular 
environment with the skills and experience to deliver care to people with such 
problems. This is consistent with Clark’s (2002) perspective that palliative medicine 
has contributed to the médicalisation of death, despite its early intentions, however 
patients’ symptoms are better controlled as a consequence.
Focusing on particular types of patient need was consistent with the exercise of control 
in the form of hospice boundary management identified by other studies, (Lawton, 
1998, de Vries, 2006, Lipscombe, 2009). Strategies adopted to control a hospice 
system boundary when presented with a new event like variant CJD (de Vries, 2006) 
are not, however confined to managing new events or conditions. They were an 
inherent part of the day to day management of the hospice boundary in the context of 
the admission process. This finding is in line with Saunder’s work (1964) where the 
focus of hospice in providing care for patients with advanced and incurable cancer on 
their journey to death functioned as a diagnostic boundary. This has led to the drive to 
improve access for patients with non-malignant disease presenting a significant 
challenge (Addington-Hall, 2008). Seale (1989) questioned whether hospices might 
“preserve a special approach by virtue of excluding patients who do not conform to 
expectations” {Seale, 1989:558). The behaviours observed in this study would suggest 
that they do. For example the blocking of an admission because the patient was 
deemed to have a social or basic care need.
Non hospice health care providers can, and do care for people with distressing 
physical symptoms, but in this study, the hospice environment was viewed as a good 
alternative for patients precisely because that was perceived to be their focus. This 
focus was also interpreted as ‘doing the right thing’ in terms of renegotiating what it is 
hospices provide that other providers or environments cannot. This reflects Clark’s
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(2008), new model of palliative care as being necessary for the viability of the palliative 
care specialty. Failure to preserve the hospice boundary in some form may risk 
hospice inpatient beds being seen as redundant. Explicitly prioritising physical 
symptom control may also not necessarily equate to other aspects of care having been 
subverted. I will now turn to the issue of whether the observed explicit focus on 
physical symptoms equated to holistic care having been subverted due to 
‘routinization’ and médicalisation (James & Field, 1992)
As James (1986) highlighted, presenting a service as ‘special’ served functions in 
terms of protecting the purpose of a unit. The categorisation of admission evident in 
this study, in terms of symptom control, terminal care, respite and psychosocial care, 
has also been evident in other studies (Eagle, 2002, Gannon, 2002, Eagle & de Vries, 
2005, NCPC, 2011), and appears to serve the same function. The use of categories 
would support James and Field’s (1992) predicted move away from generalist hospice 
staff, toward the specialization of different aspects of holistic care. Though similar 
categories appeared in some of the documented criteria for hospice inpatient 
admission, in practice their use was reduced down to predominantly symptom control 
and ‘complex’ need. Symptom management is the dominant biomedical construct in 
palliative care (Corner, 2008), and as such, serves to support a biomedical model as 
dominant in hospice admission. The category of ‘complex’ functioned in a similar way 
suggesting the need for highly specialist and technical skills, evidence of the predicted 
reassertion of a biomedical model with an emphasis on physical interventions (James 
& Field, 1992). However, in this study, the admission process appeared to serve 
another purpose in terms of allowing admission to address holistic care needs.
Essentially the term ‘complex’ acknowledged and embraced the needs of a patient 
from a holistic perspective, aligning it closer to the traditional model of palliative care.
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Admission to address ‘complex’ need could equally therefore be described in terms of 
admission to address holistic needs. As Holstein and Gubrium (2008:383) identify, talk 
is used to “produce the local realities of concern”. Thus the term ‘complex’ was both a 
reflection of the value attached to holistic care and a device to affect admission 
outcomes accordingly. It allowed for the admission of patients with needs other than 
physical symptoms, but cloaked in a language acceptable in a biomedical culture. The 
adoption of such terminology served to disguise an approach rather than define and 
indicates that rather than mourning traditional beliefs, as suggested by Clark (2008) 
there is active, if covert, resistance to the documented cultural shift away from the 
founding ideology of ‘total care’. That complexity should extend beyond clinical 
symptoms and enshrine social, emotional, spiritual and financial needs was affirmed as 
a characteristic of hospice care fit for the future (Help the Hospices, 2013).
Palliative care has developed its own language which contains inherent meanings and 
assumptions familiar to those working in the discipline (O’Connor et al., (2010). It has 
evolved to include discourse that demonstrates membership to a specific group. The 
use of exclusive language serves to demonstrate the power and authority of those who 
are familiar with it over those who are not. This study indicates that language is also a 
tool used implicitly to exert power and influence outcomes. The findings of this study 
suggest that a lack of clarity intended or not, in the terminology used within the 
admission process served significant functions culturally.
Notable by its absence in the admission process was any explicit mention of the 
contribution or value of nursing care as a reason for admission. The contribution of 
nursing care was rendered invisible by the formalised categories of admission such as 
‘symptom control’. It placed nursing care outside the category of ‘specialist’ excluding it 
as significant, a position reflected by the absence of nursing care in the NCPC (2011)
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discussion document which identified “symptom control Including medical, social, 
spiritual and psychological” (NCPC, 2011:4) as care SPC inpatient services were likely 
to include. James’s observations in 1986 that the work of auxiliary nurses was 
informally valued but “Invisible, informal and untimetabled” (James 1986:331), could, 
based on the NCPC document (2011), now equally be applied to trained nurses also. 
This study has however shown that the contribution of nursing care remains valued in 
terms of hospice inpatient provision. This was evident in the behaviours and views of 
participants that it was sometimes appropriate to admit a patient to the hospice, either 
to shelter them from inappropriate medical interventions or rescue them when their 
home situation had broken down.
This study shows that the non-physical aspects of hospice inpatient care continue to 
be valued. Holistic ideals remain evident but were not explicitly or formally 
acknowledged. From a cultural perspective the issues of invisibility and informality are 
significant if they are interpreted as indicative of the demise of these aspects of care. 
However these findings reflect those of Gannon (2002), that although psychosocial 
needs have been found to be predictable influences on hospice admission, they were 
rarely given as the justification for requesting admission, and the value of the ‘holistic 
care’ provided by inpatient staff was under documented. On this basis the potential for 
routinisation and bureaucratisation to subvert the original hospice ideal of ‘total care’, 
(James & Field, 1992), does not appear to be borne out. In the context of admission 
processes, holistic ideals were evident. There was evidence in this study of a strong 
holistic subculture active in the admission processes, albeit secondary to the primacy 
of physical symptoms and biomedical influences. Whilst this may be evidence that 
these ideals have sustained damage, they had not been destroyed and they remained 
influential in determining outcomes for patients in terms of hospice admission. This
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was consistent with Arbuckle’s (2013) description of a subculture, that is, groups within 
a larger culture who symbolically define themselves in opposition to the majority.
6.2.2 ‘Living well’ or ‘dying well’
Whilst the term ‘complex’ supported an holistic model of care, another key issue 
evident in the admission process was a lack of consensus regarding the particular 
group of patients who should have been eligible for such care. For some participants, 
in the study, maintaining care of the dying as the core and original purpose of the 
service, did not support the title of ‘specialist’ in the way meeting symptom control or 
‘complex’ need did. Physical symptom control, as the primary criteria for admission, 
supported McNamara’s (2001) contention that the focus of hospice care has shifted 
from that of ‘dying well’ to ‘living well’ until you die. One rationale offered to support a 
model of care not focused on dying related to maintaining reputation where “dying is 
everyone’s business,” the implication being that it did not require the attention of 
specialists. This relates to Seale’s (1989) contention that it is important to know what 
happens in hospices in order to appraise hospice practitioners claims that they provide 
something different.
Hospices were founded as institutions whose primary purpose was the care of the 
dying persons and this has remained a dominant theme in the literature. Descriptions 
include: a ‘liminal space’ for the dying person during the transition between life and 
death (Froggatt, 1995); a ‘no place’ within which bodily decay is contained (Lawton,
1998); and a metaphorical container in which dying is managed (de Vries, 2006). 
McNamara (2001) however, identified that whilst palliative care and palliative medicine 
continued to have a commitment to improving the care of dying people, recognition of 
death had become more subtle and less explicit. From the perspective of those 
arranging admission for hospice inpatient care, in this study, facilitating a good death
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was not viewed as the primary function of the units. Dying patients appeared to be, at 
least, less centrally situated in hospice inpatient care than has been evident in previous 
studies and by some, explicitly placed outside the remit of the inpatient unit. This 
constitutes a form of rationing by denial (Klein, 2010) and from Randall and Downie’s 
(1996) perspective, would be morally justifiable if care of the dying is not viewed as 
complex or difficult.
Hospices were originally founded on a belief that dying patients could and should be 
cared for in a variety of environments, with the building of institutions to care for the 
dying intended to meet the needs of those not being met elsewhere (Saunders, 1964). 
However, the reduced focus on care of the dying found in this study was explained in 
terms of a response to the expansion and differentiation of the types of hospice care 
that are now available. Care of the dying may therefore remain central to hospice care 
based upon a belief that, with other types of hospice support, the dying could be 
effectively cared for in environments other than the inpatient unit. Hospice inpatient 
admission for terminal care has previously been shown to be afforded a high priority by 
clinicians (Eagle, 2002, Gannon, 2002, Eagle & de Vries, 2005) suggesting that 
practice may have changed. Maintaining a focus on death, dying and bereavement in 
hospice care was however felt to require explicitly stating and justifying, in the 
description of hospice care, fit for the future (NGPC, 2013), indicating that a shift was 
recognised to have occurred. Even maintaining dying as central to hospice care, 
inpatient care was shown by Lawton (1998) to be directed at a particular type of dying 
patient, that is, those patients with the extreme and severe symptoms cancer inflicted 
upon their bodies, based on the types of patients who were not discharged. This study 
has shown a similar focus was an explicit priority for admissions, evident in the 
prioritisation of difficult physical symptoms such as, ‘torrential vomiting’, ‘significant 
bleeds’ and ‘messy’ and ‘awkward’ conditions. Unlike Lawton (1998), this study found
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that rather than aiming to sequester the deterioration and decay associated with some 
deaths from mainstream society, inpatient admission was offered with the aim of 
controlling symptoms sufficiently to enable care to be provided in other settings.
In recent years, original hospice ideals have been recognised and embedded as the 
gold standard for care of the dying person in national policy, with guidelines and 
structures in place to facilitate similar standards of care in other settings (DH (E),
2008). Arguably, the successful integration of SPC ideology and services into 
mainstream policy and services has reduced the need for hospices to develop and 
provide care differently for dying patients. In the admission process, revealed by this 
study, a perceived ongoing need to protect the purpose of a hospice, by admitting 
particular types of patients’ remained, but in a different form. Similar to James and 
Field’s (1992) contention that the narrow focus on dying cancer patients contributed to 
the hospice movement’s success in developing practice, the admission process 
maintained a focus on cancer patients with symptoms. The aim of this approach did 
not appear to be developing practice, as found by James (1986), but to manage the 
capacity and reputation of the hospice.
A further rationale offered by participants for not admitting dying patients was the 
difficulty in predicting prognosis. Both Copp (1999) and Lawton (1998) highlighted the 
challenge presented by patients admitted to an inpatient unit who do not die within a 
finite time scale. Such situations led to nurses having to review their care (Copp,
1999), and the chronically sick being perceived as ‘constipating’ the service (Lawton, 
1998). Attempts to avoid such challenges were evident in this study, where some 
hospices explicitly stated a length of stay of up to two weeks in policy documents, and 
participants referred to patients requiring longer lengths of stay in negative terms such 
as ‘bed blocking’. Anticipated length of stay was rarely explicitly discussed in
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admission meetings and appeared to be a cultural given. The rationale was to preserve 
beds for those patients requiring ‘specialist’ care to be admitted, similar to Lawton’s 
(1998) finding that the resource should be preserved for more ‘deserving’ cases. 
Limiting length of stay could be interpreted in Klein’s (2010) terms as a form of 
‘dilutional’ rationing, the most pervasive and least explicit form. Not admitting a patient 
based on concern about how long they may need to stay, as observed in this study, 
also represented rationing by exclusion. Whilst funding issues were not generally 
raised as a concern or rationale for limiting patient length of stay during the course of 
this study, the associated financial implications of admission have been a focus of 
interest in studies conducted in other countries (Lin et a i, 2008, Allan et a i, 2009). The 
outcome of the palliative funding review (DH (E), 2011), which proposes that funding 
follows the patient, may change this situation in the future.
Admitting a patient with the intent of caring for them until they die, in the absence of 
any reliable way of predicting how long that may take, for some participants 
represented a risk to the hospice in terms of managing lengths of stay. Removing 
dying as an appropriate reason for hospice admission protected the boundary by 
minimising exposure to this risk. Accurate prediction of prognosis has been recognised 
as an important clinical skill to enable patients to set goals and plan their care. It also 
helps establish patients’ eligibility for particular types of care (Glare et a i, 2008). 
Prognostic tools have been developed and continue to be tested, in an attempt to 
improve the accuracy of predictions. Most of these have focused on patients with 
advanced cancer (Gwilliam et a i, 2011, Stone et a i, 2012). What was not evident in 
the literature was the level to which such tools are used in day to day clinical practice 
and this was reflected in this study’s findings, where no reference was made to the use 
of such tools. Clinician predictions of prognosis alone have however been shown to be 
inaccurate, most tending to be overoptimistic (Chow et a i, 2001, Stone & Lund, 2007,
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Glare et al., 2008), in which case the outcome of admitting patients for terminal care 
would be a shortened length of stay.
Though this study was unable to determine if the aim of short length of stay was 
achieved, it formed an important element of the criteria for admission, and was 
consistent with the identified average length of stay in SPC inpatient beds in the UK, 
(NCPC, 2014). Previous studies have documented longer periods of inpatient 
admission (Froggatt, 1995, Lawton, 1998, Copp, 1999, de Vries 2006). Time was 
identified as integral to facilitating the daily work of hospice ideology (Froggatt, 1995), 
and a factor in the development of relationships between nurses and dying patients in 
hospices (Copp, 1999). Though concern has been highlighted about the adequacy of 
short lengths of admission (Waldrop & Rinfrette, 2009) this was not raised as an issue 
by participants observed in the admission process. What was not clear from this study 
was how the predetermined limit of approximately two weeks was arrived at, or what it 
was based on. It did however highlight the input and output concerns held by clinicians 
and reinforced that inpatient care was viewed as time limited and temporary, at least at 
the point of entry.
Hospices dissociating from dying, whatever the rationale, potentially undermines and 
undervalues the knowledge and skills that have developed to care for the dying 
person. This is a process that has been shown to be challenging, involving dynamic 
relationships between nurses and patients that require subtle strategies and interplays 
to maintain them in the face of loss (Copp, 1999). Only admitting patients who were 
openly aware of their limited prognosis enabled staff to build such relationships with 
their patients (Hockey, 1990), and has been interpreted as a means of hospices 
preserving their ‘ideological purity’ (Seale, 1989). In terms of admission criteria, ‘dying’ 
was not explicitly categorised as ‘complex’, and this may be a consequence of the
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invisible and undervalued nature of this aspect of hospice practice (James ,1986). It 
may also reflect the failure, observed by Copp (1999), of nurses to make explicit that 
the dying process of some patients was painful and difficult for both themselves and 
families to witness. The issue of whether or not hospice care offers something different 
or better than other types or environments of care remains pertinent (Seale, 1989), 
useful comparisons of which are rendered highly problematic if some aspects of 
hospice care are invisible.
Displacing care of the dying, as the central focus of inpatient hospice care, as 
evidenced in this study, may also have wider societal and cultural implications. Hockey 
(1990) identified hospice as a form of spatial boundary between life and death. It 
functioned in both generating and expressing culturally specific views regarding 
conceptions of death and its relationship with life. A focus on physical symptom control 
can be interpreted as changing hospice to a form of spatial boundary between a life 
with uncontrolled symptoms and the promise of a life with controlled symptoms. It shifts 
the boundary nearer to life and away from death. Eligibility for hospice admission has 
been described as a social marker on a stage of a patients dying journey. A ‘good 
death’ in the cultural script of hospices occurred “when a death could be managed 
within the boundaries of what the hospice could ofifer” (Froggatt, 1995:257). Potentially 
changing that cultural script from that of a ‘good death’ to one of a ‘symptom controlled 
life’ presents practical issues in relation to what a hospice does or its impact on patient 
care, thus demonstrating clearly the changing nature of modern hospices.
During the course of the study concerns were evident about the potential risk of 
admitting patients with other disease processes, in addition to their cancer, which a 
hospice may not be able to manage. Views ranged from, hospice as a type of intensive 
care, to a sanctuary in which to protect patients from invasive and inappropriate
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interventions. Whilst the medicalization of palliative care may be viewed as an 
expected outcome of its growth in British society, it has, as a consequence become 
increasingly divided by micro-specialism and become disassembled (Clark, 2002). 
‘Micro-specialism’ implies a process of re-categorisation resulting in a more 
fragmented interpretation of role, function or contribution. I would parallel this to the 
more layered delineation of the ‘insider-outsider’ membership roles observed in this 
study, during the referral process, which is discussed further in section 6.2.3 In the 
same way that eligibility for professional membership to the specialty appears more 
fragmented and convoluted than being an ‘insider’ or an ‘outsider’, eligibility for 
admission appeared to be no longer defined in terms of dying or not dying but on the 
presence or absence of physical symptoms or complex need. Based on the vision of 
hospice care fit for the future this should incorporate care of the dying and those who 
may live for many years with life shortening conditions (Help the Hospices, 2013).
The care needs of a patient who is imminently dying and those of a person expected to 
live for possibly years are potentially very different. In addition to being caring, ethical, 
honest, dependable, courageous and responsible the attributes associated with being 
a good nurse and ‘doing the right thing’ included having the necessary technical and 
managerial skills to deliver care (Catlett & Loven, 2011). This was reflected in the 
findings of this study by nurses, often from the inpatient unit fulfilling a role in terms of 
checking that the unit had both the capacity and ability to meet the nursing needs of 
the individual patient for whom admission was being considered. In the face of difficult 
ethical and clinical dilemmas ‘doing the right thing’ also presents challenges for 
physicians (Gillick, 2012). For both the nursing and medical disciplines in this study, 
having the necessary technical skills to deliver care was an essential consideration 
when admitting a patient to a hospice. ‘Doing the right thing’ reflected not solely a 
motivation but a degree of uncertainty about what the right thing to do was, or concern
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about how to achieve it. Issues relating to the use and application of medical 
technologies in hospice care have been a subject of debate, central to which is the 
relationship between medicine and palliative care (Clark & Seymour, 1999). Balancing 
the expectations of highly technical care with an ethical and humanistic approach to 
care of the dying represents a challenge for all physicians (Clark, 2002). The use of 
technology in the future delivery of hospice care is an area requiring further attention 
(Help the Hospices, 2013). One issue raised by this study was the challenge 
associated with balancing the care needs of patients with multiple co-morbidities in the 
wider context of highly specialised medical fields. The potential consequence of 
displacing care of the dying as the focus of hospice care and failing to address this 
issue from a patient perspective may be not a culturally constructed ‘good’ death or 
‘bad’ death, but a premature or inappropriate death if patients are admitted, albeit with 
good intentions, to an environment unable to meet all their needs.
6.2.3 Insider-outsider referral process
Hospices, in this study, appeared to want to protect their boundary from unwanted 
intruders, both in terms of patients who they felt needed other types of care and those 
who would not fit in and might disrupt their service, such as patients with dementia 
Common to all the admission processes was that at some level judgements were 
made regarding the position of the referrer as an insider or outsider. The ‘us’ and 
‘them’ perceptions found in this study have also been found by James (1986) and were 
identified as having a function in supporting group cohesion and deflecting criticism of 
the hospice unit. Similarly Arber (2004) demonstrated how palliative care teams “use 
rhetorical talk Involving criticism to develop their unique Identity around a discrete area 
of medical practice” (Arber, 2004:6) which helped nurses to build a reputation for 
themselves. This criticism was mostly directed at non-specialist practitioners and 
highlighted a distinction between specialists and non-specialists.
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In the context of hospice admission processes similar behaviours were observed. 
Criticism was directed not only at non-specialists, but also at colleagues within their 
own teams. The effort and care taken to check on whose assessment an admission 
request had been made reinforced the sense of a service perceived by those inside it 
as ‘special’. This parallels the perception in the hospice world of accurate “insider 
knowledge” of a condition comparative to “outsider Ignorance,” (de Vries, 2006:212). A 
new, more multilayered delineation of the concept of ‘insider-outsider’ was however 
revealed in this study. It involved several definitions of peoples’ relationship or 
perceived claim to the title of specialist, equating to layers of ‘club membership’.
The constructed ‘club membership’ shared some of the functions identified by Arber 
(2004, 2007) such as social recognition, reputation and status. Issues of integration 
and trust however appeared more significant in these findings. The evidence of several 
layers of membership, comparative to that observed by James (1986) possibly reflects 
a reformulation in how hospice teams view themselves in the context of mainstream 
health services. From the routinization of hospice perspective it may be argued to 
represent diversification of the movement, whereby disciples and followers who spread 
the word were liable to adapting and potentially diluting early ideals to their particular 
circumstance (James & Field, 1992). Extending membership to include those working 
outside a hospice may however represent a positive adaptation to group cohesion. 
Extended members of hospice club membership working as established members of 
mainstream services could equally be seen as disciples who are in a strong position to 
influence mainstream practice. Judging the nature of such an adaptation as positive or 
negative, in part, rests upon the degree to which one believes the contention that early 
ideals have been subverted or not.
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‘Club membership’ related to how much an individual was trusted to ‘do the right thing’. 
There appeared to be a strong element of distrust relating to the motivations of those 
positioned outside hospice and SPC services. Mistrust had the potential to influence 
decision making and therefore impact on patient care. This was most evident in 
relation to admission requests received from acute hospitals, much in the way James 
(1986) noted how nurses sometimes perceived patients as being ‘dumped’ at a 
hospice. In the context of hospice inpatient admission such requests were perceived, 
not in terms of a person needing care in a more appropriate environment, but as a 
‘problem’ one organisation wished to move to another, consequently the focus on an 
individual patient’s wellbeing may become lost in the process.
Trusting someone relates to the belief that something about that person’s behaviour is 
predictable (Maguire et al., 2001). This is linked to control because a level of 
predictability means that their behaviour is subject to some kind of control mechanism. 
Based on a three year study of the Human Immuno-deficiency Virus/Acquired Immuno- 
Deficiency Syndrome (HIV/AIDS) treatment domain in Canada, a model was 
developed explaining the control mechanisms associated with three different forms of 
trust. Calculus Based Trust (CBT) relied on control in the form of coercion or 
remuneration (Maguire et al., 2001). A CBT form of trust was not overtly evident in the 
hospice admission processes. Historically, there have generally been no direct 
remunerative incentives or coercive powers in the relationship between NHS 
organisations and hospices. Hospices in this study ran as independent voluntary 
charitable agencies and had a high level control over who they admitted to their 
inpatient unit. If hospices enter into contractual arrangements to provide beds for a 
specific purpose however this would introduce a calculus-based trust model into 
hospice culture. Knowledge Based Trust (KBT) described situations where little was 
known about the predictability of the other person so informational sources were
259
gathered to understand and thereby predict behaviour (Maguire et a i, 2001). This may 
explain some elements of the ‘associate membership’ category of club membership. 
Time, talked about in terms of years was identified as an important element of hospice 
clinicians developing trust with professionals external to the hospice such as GPs.
The third model of trust and control proposed by Maguire et al. (2001) was 
Identification Based Trust (IBT). The model views identity as a socially constructed 
process in which meanings are created and recreated through conversation and 
narrative. Trust arises, as such conversations invoke a shared reality or myth. What 
distinguished IBT from CBT and KBT was that former involved an element of goodwill. 
This model most closely parallels what was observed in the hospice admission culture. 
Arber’s (2004, 2007) ‘pain-talk’ related to the construction of social recognition, status 
and respectability and related to power, authority and control. Club membership 
however appeared to be an attempt to build group identity on trust, related to a shared 
vision of ‘doing the right thing’. An IBT approach to identity reflects it’s “fragmented, 
ambiguous, multiple and - Importantly for those seeking more trusting, collaborative 
relationships -  changeable nature”. Understanding these relationships is important 
because they form a normative and thereby internalised and covert form of 
organisational control (Maguire et a i, 2001:304).
6.2.4 The admission process
The lack of consensus relating to the appropriate criteria for hospice admission 
reflected a lack of consensus regarding the process by which admissions should be 
managed. The most obvious difference across the sites was the representation of 
different people in the process. In terms of representation influencing priority setting 
this study highlights two issues. One is the potential risk of not including particular 
representation; the other is how certain representation may introduce bias. The NCPC
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(2011) has highlighted that inpatient admission procedures require attention to avoid 
delays and minimise professional ‘gate-keeping’ if staff do not have a shared 
understanding of the approach and a suggested approach is to reduce the number of 
people involved in the process to either a doctor or a nurse or both. Gannon (2002) 
highlighted that medical and nursing disciplines view situations differently and thereby 
offer different but equally valid perspectives. Similarly this study found that 
representatives at admission meetings served functions and fulfilled certain roles, for 
example preventing the admission of patients whose needs could potentially not be 
met on the inpatient unit. The exclusion of a doctor from the process was highlighted in 
this study as a potential patient safety concern, in the context of a patient population 
presenting potentially with multiple medical or nursing problems. With increasing 
medical specialisation the teams needed to be sure the hospice had the medical skills 
to meet the needs of patients. This may become increasingly important if patients are 
to be admitted earlier in their disease process and equally applies to the assessment of 
nursing need, for example monitoring and managing a cancer patient with unstable 
blood glucose secondary to diabetes.
The presence of clinicians with personal knowledge of a patient may, based on these 
findings, introduce bias in the assessment process for admission. In relation to care of 
the dying person nurses attach great importance to the concept of personhood (Copp, 
1999, Seymour, 2001). This study has shown the lengths to which nurses would go, to 
either feel, or be seen to be honouring their felt duty to individual patients. Whilst such 
actions could be viewed as an act of beneficence it means that in the process of 
assessing admission requests there is not a level playing field and unseen patients 
may be disadvantaged. One of the felt benefits of nurses being included in the 
admission process was a sense of ‘being heard’. The failure of nurses to voice the 
value of their contributions was summarised in Seymour’s (2001:106) “problematic
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constitution” of ‘Nursing care only’ in the context of caring for those dying in an 
intensive care unit. This was, in part, attributed to the nurses’ lack of authority to 
influence the environments in which care was delivered. McNamara (2001:117) has 
highlighted the importance of formal and informal gatherings as a means by which 
nurses can voice self-doubts and “direct criticism towards ‘competing systems of care’ 
most commonly those associated with mainstream medicine”. This study has shown 
that hospice admission meetings represent one form of formal gathering at which 
different perspectives, including the nursing perspective, are represented. 
Representation at the meetings is therefore an important issue.
The study revealed the need for greater clarity in terms of inpatient admission criteria 
being identified, and these findings are supported by the NCPC (2011). The list of 
services identified in the NCPC (2011) document did not reflect what was observed in 
the study. Recognising that practices vary due to the historical nature of hospice 
development no evidence was found of patients being admitted for rehabilitation. There 
was also little evidence in the study of admissions for specific procedures only. Some 
hospices offered respite admission but others had historically actively removed this 
from their criteria. From a process perspective the use of admission categories was 
problematic as discussed in Section 6.3. The documented criteria varied in their 
degree of detail and some were much more explicit than others. If evaluated using 
Daniels and Sabin’s (2008) A4R framework there was little evidence to suggest that 
the processes observed in this study would meet the conditions for publicity, appeals 
or enforcement.
Most of the admission processes used a waiting list, representing what Klein (2010) 
suggests as a form of rationing by delay. Described as a more visible form of rationing, 
waiting lists could be viewed as an approach which is explicit. The key issue is clarity
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over how the list is managed. Concern was evident in this study regarding how long 
patients had to wait before a bed was offered, supporting seniority as criteria in the 
prioritisation process (MacDonald, 1995). In the field of hospice care, length of wait for 
a bed may be a critical issue for a dying patient. Another area of concern was a wish to 
be seen as responsive to a request in some circumstances, this related to the theme of 
managing face. The possibility that, whilst waiting for a bed the nature of the patient 
need may have been addressed or fundamentally changed was raised as an issue in 
these findings. In Klein’s (2010) terms, a waiting list constitutes rationing by delay, but 
it could also become an implicit tool for rationing by denial if the wait is so long that a 
patient dies. This could occur if a request on the waiting list was repeatedly overridden 
by new requests prioritised above it.
The phrase ‘a place of safety’ was commonly used as a rationale for affording a lower 
priority to a request, particularly when referrals were made for patients to transfer from 
a hospital setting. This correlates with data from the NCPC (2014) MDS report which 
showed that of all patients admitted to inpatient units in 2012/13, 68.9% were admitted 
from home compared to 27.7% admitted from an acute hospital. The figures were even 
smaller for community hospitals (1%) and from care homes (1%). Whilst the term place 
of safety was commonplace to the point that it could be described as part of the 
cultural language, some participants indicated they questioned its rationale at times. A 
search of the literature for the phrase identified its use in respect of the care of patients 
with mental health problems in relation to the police force (Cummins, 2008). This is 
interesting in itself, as these generally refer to places of incarceration, albeit the 
motivation being to act in a person or society’s best interests.
The justification for the use of the term appeared to be that the person was in an 
environment with health professionals able to meet their needs. In terms of the A4R
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framework (Daniels & Sabin, 2008) it could be argued that most fair minded people 
would view this as a reasonable argument. Some participants however questioned the 
validity of the statement and expressed awareness that from their patient’s perspective 
the acute hospital setting was not where they wanted to be. Events at Mid Stafford 
NHS Trust (DH (E), 2013a) will inevitably have had an impact on the public’s 
perceptions of acute hospital care. Additionally the independent review of the Liverpool 
Care Pathway shows evidence of patients being given insufficient pain relief, having 
fluids and hydration denied and being inappropriately sedated with medications (DH 
(E), 2013c). This challenges the concept of hospital as a ‘place of safety’, a phrase 
often used to justify requests for patients in hospital as a lower priority for admission.
The hospice teams were suspicious of the reasoning behind some requests for 
patients to be transferred from acute hospitals. Admitting a patient for the purpose of 
then facilitating discharge to another environment was not felt an appropriate use of a 
bed. The NCPC (2011) have however described the use of hospice beds in terms of a 
means of facilitating ‘supportive discharge’ for patients from an acute hospital setting. 
An example provided by the NCPC (2011) is of one hospice contracted by the local 
hospital to provide two beds specifically to be used for the transfer of patients from the 
hospital. The rationale for the service is improved end of life care experience for 
patients, the reduction of overall costs and to help reduce the numbers of hospital 
deaths locally, introducing an economic-rational model to access the service.
The use of a scoring system was also observed in some hospice admission processes. 
The use, of points systems for prioritising patients, requires that they are valid and 
reproducible. In 1998, a points system was adopted nationwide in New Zealand to 
support the prioritisation of patients on waiting lists for a variety of different surgical 
procedure. Despite being developed according to best practice at the time using an
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iterative, modified-Delphi consensus process, within a year concerns were raised 
about the construct and outcome validity of the tool (Hansen et al., 2012). Of the 
scoring tools observed to be used in hospices their historical development was unclear 
and they did not appear to have been validated. The participants who had used them 
perceived them to be ineffective for the task on the basis of their subjectivity. Hansen 
et al. (2012) reported the development of a new scoring system. The paper outlined 
the development process which included consultation with patient groups and 
clinicians. Admission scores should be used with caution, particularly if they are not 
validated or tested.
6.2.5 Competing models of care
‘Doing the right thing’ in the context of hospice admission was a problematic issue and 
a reflection of the multiple considerations involved. Beliefs and practices relating to the 
use of hospice inpatient units found in this study are not fully explained by the 
dominant discourse in hospice and palliative care literature of a biomedical model of 
care usurping the traditional hospice model of holistic care (Clark, 2008). These 
findings reveal new evidence of competing models influencing access to hospice 
inpatient care. The use of the Lens Model as a framework has provided a 
diagrammatic representation showing how the patient information was interpreted by 
clinicians in the context of other multiple and competing service and cultural 
considerations.
Expert disagreement risks: “an environment characterised by uncertainty, conflicting 
goals and parties with different Interests, Is a recipe for escalating conflict and the 
attribution of III will,” (Doherty & Kurz, 1996:28). The hospice admission process 
incorporated all these elements. Uncertainty existed in relation to doing the right thing. 
Conflicting goals were reflected in competing models of hospice care and differing
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interests were evident throughout the process. For some the goal was meeting the 
needs of an individual patient, for others it was the need to protect beds from 
inappropriate use by unwanted intruders.
In the context of Arbuckle’s (2013) models of health care, the hospice inpatient 
admission process exemplified models in conflict. The conflict evident in the study 
findings was a conflict of interests in terms of how to prioritise and allocate a limited 
resource, rather than a conflict of values in the sense that one set of beliefs was 
considered right or wrong. A ‘traditional’ model was partially evident in terms of the 
original model of holistic care being kept alive but having been relabelled as ‘complex 
need’. A biomedical model was clearly evident in the form of an explicit focus on, and 
prioritisation of physical symptoms. One challenge to ‘doing the right thing’ in a 
biomedical and business-oriented health care paradigm, Milton (2011) suggests is the 
pressure to measure outcomes empirically. This is a requirement for clinicians in order 
to meet the call for evidence based practice. Such an approach, it is argued, leaves 
little room for practices commonly labelled as ‘soft’ such as the solemn regard for 
another. This reflects the routinisation of nursing work in a hospice as a means of 
creating value when public recognition was felt to be lacking (James, 1986).
Other important elements of a foundational model were evident in the clinicians’ 
motivation to ‘do the right thing’ which sometimes required rescuing patients regardless 
of explicit admission criteria. The hospice ‘mission’ was however challenged by the 
reality of hospice ‘business’ in terms of limited capacity and the desire to protect both 
the hospice boundary and reputation as a ‘specialist’ provider. In terms of which model 
had the greater influence, the biomedical model was dominant in terms of the explicit 
elements of the admission process. Implicitly however there were indicators of both 
traditional and foundational models strongly influencing the outcomes of the admission
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processes, albeit by clinicians manipulating the system at times. Such behaviour 
reflected the tension between a biomedical approach and other models at play.
The idealised image of hospice multidisciplinary teams working toward a common goal 
has previously been challenged (de Vries, 2006). Lipscombe (2009:220) also observed 
that organisational re-designation had produced discord and “exacerbated ideational 
conflict” amongst staff, some of whom held pre-established views about the purpose of 
the hospice. Another explanation of such tension is Arbuckle’s (2013) distinction 
between ‘the mission’ and ‘the business’ in the myth of the foundational model of 
health care. The action of some clinicians in order to ‘rescue’ patients reflects ‘Good 
Samaritan’ values. The reality is that hospices cannot rescue everyone and attempting 
to do so may threaten their survival. The findings of this study indicate that one 
approach to managing this, in relation to inpatient care, was making a distinction 
between the mission of hospice in terms of a focus on dying and the mission to provide 
‘total care’. Attempts to manage hospice beds and capacity translated into a reduced 
focus on caring for the dying, counter to the vision for future hospice care (Help the 
Hospices, 2013). Strengthening the understanding of the hospice contribution is one of 
five key steps the Commission for Hospice Care advocated to help ensure that hospice 
care is fit for the future. Based on some hospice admission practices this will need to 
incorporate an explanation as to why dying is not an adequate reason to be admitted to 
a hospice inpatient bed.
What was not evident in the day-to-day clinical interactions of admission processes 
was any indication of an economic-rationalist model. The changes proposed in the 
funding of palliative care services (DH (E), 2011) however present some interesting 
possibilities. It is proposed that the level of funding is determined by the complexity and 
level of need of the patient. If or how the introduction of such funding influences the
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definition of ‘complex’ in hospice and SPC will be significant. Though there is nothing 
to indicate that hospices in England are likely to become for-profit organisations, 
funding remains an essential part of their sustainability. Funding pressures were 
predicted as potentially leading to the “selling of hospice”, and inpatient beds were 
viewed as possibly more saleable than domiciliary services (James & Field, 
1992:1371) Based on the findings from this study the business element of hospice 
admission activity mainly involved reputation, in terms of the type of service they 
provided or wished to be seen as providing. The sales pitch was to sell themselves as 
‘specialist’ organisations. Part of this was a concern with inputs and outputs which 
protected the resource for the ‘most appropriate’ use, which was physical symptom 
control.
The potential for a per-patient tariff, whereby funding follows the patient means that, 
with a patient admission, may come funding. There is the potential that this initiative 
introduces elements of an economic-rationalist model into an already complicated 
cultural mix and would likely alter current processes and practice. The title of one 
section of the NCPC (2011:4) discussion document on inpatient criteria: “SPC inpatient 
services within the broader end of life economy,” appears to herald the start of this 
process. Notably a biomedical model of health care, Arbuckle (2013) argues, renders 
health a commodity and as such it favours ‘the business’ side of the founding myth of 
health care. The addition of a flow of funding into the equation thereby presents a 
further threat to both the traditional model and ‘the mission’ side of the foundational 
model observed to be active in the admission process.
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6.3 The remit and purpose of hospice
The presence of multiple and competing models of hospice care revealed by this study 
would explain why greater clarity in terms of inpatient admission criteria has been 
called for by the NCPC (2011). A lack of consensus regarding the appropriate use of 
the inpatient resource is due to the presence of completing models of care. Explicitly, 
the hospice was presented as a temporary or transitional space for patients, not on the 
journey to death, but a journey to symptom control. At one end of the spectrum of this 
opinion was evidence of a culture which could be interpreted as ‘detaching from dying’. 
This position is arguably reflected in national initiatives and underpins one of the major 
strategies developed by SPC services to spread their philosophy of care and thereby 
improve access for patients in mainstream services. The presence of competing 
models in hospice admission criteria raises a further possibility, that it heralds the 
micro-specialism of hospice and SPC into two distinct specialties, end of life care and 
symptom control. Such a transition would threaten hospice care if the title of ‘specialist’ 
rests solely on the relationship between symptom control for those working in hospice 
care, unless the ‘invisible’ aspects of hospice care were given greater recognition. It 
would however clarify the ‘living well’ versus ‘dying well’ issue.
A belief that hospices no longer need to focus on care for the dying was based on a
contention that such care did not require ‘specialist care’ and could be provided in
other settings. In that event the hospice movement might be viewed as having
successfully achieved its aim of spreading its philosophy. The practice of ‘rescuing’
patients however, highlighted that this may not always be the case. Controversy and
debate regarding the care of dying people has received a high level of media attention
in recent years culminating in the More Care Less Pathway report (DH (E), 2013). On
this evidence, care of the dying, based on hospice ideals, may not have been fully
integrated into mainstream services or there is insufficient mainstream provision
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available. Alternatively it is, or can be, a more difficult process than can be integrated 
into other care settings by means of a care pathway. Maintaining care of the dying as 
the central focus of hospice care would require hospices to recognise and value the 
aspects of care they provide that have been shown by several studies, including this 
one, to be invisible and undervalued.
A culture that fails to acknowledge the care of the dying person as ‘special’ or requiring 
‘specialist’ knowledge and skills, positions care of the dying outside the remit of 
inpatient hospice care. The risks of a culture that places outcomes and targets over 
care of the patient were made clearly evident in the Public Inquiry into Mid 
Staffordshire NHS Foundation Trust (DH (E), 2013a). Notably the report commented 
that in the NHS trust there was “generally a lack o f appreciation of the potential 
unintended consequences for Individual patients of Implementing policies,” (DH (E), 
2013b: 1361). In hospice inpatient admission culture this study has shown that attempts 
to manage hospice boundary and reputation includes limiting access to those deemed 
as having ‘specialist’ need and a target of limiting length of inpatient stay. This may 
serve the purposes previously discussed but may also have unintended consequences 
for both individual patients and hospice care more generally.
In terms of wider public reputation some of the admission practices observed present 
tensions with national initiatives promoting patient choice. Guidelines state that 
patients with cancer “want and expect...to die In a place of their choice,” (NICE 
2004:15-16). The low status afforded to patient preference regarding place of care, and 
particularly death found in this study is counter to this increasingly promoted concept. 
The drive to meet patient preferences in terms of their place of care emanates from the 
evidence available that most patients wish to be cared for and to die at home (Gomes 
et al., 2011). Dying at home was not however a top priority in a population of patients
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with locally advanced or metastatic cancer, whose priorities were good symptom 
control and not burdening their families (Waghorn et al., 2011 ). The hospice inpatient 
admission practices observed would be responsive to the first priority but less likely to 
meet the second. The changing nature of the service delivered by hospice inpatient 
units raises significant issues in terms of balancing the expectations of its users and 
the wider public against the reality of service provision.
Hospice inpatient admission criteria have been demonstrated to be predominantly 
implicit. There was no indication from the participants of this study that they anticipated 
their decisions being challenged. As one clinician stated they were entrusted with a 
valuable resource. The admission criteria utilised appeared to have been developed 
solely within the organisations with no evidence of consultation processes with external 
parties. Transparency is however now being called for (NCPC, 2011), albeit it appears 
in response to proposed new funding arrangements and to meet the requirements of 
commissioners.
6.4 Summary
In this chapter I have discussed some of the key findings of the study and how they
contribute to an understanding of hospice practice and culture. Hospice inpatient units
have been shown to operate diverse admission processes and practices. These were
underpinned by a broad range of beliefs about the appropriate use of the resource
which were underpinned by competing models of care. Using a focused ethnographic
approach, with the admission process as the focus of interest has provided insight into
the nature of those beliefs and how clinicians implemented them. The Lens Model
provided a framework with which to depict the major themes evident in the hospice
admission process. This revealed the underlying motivation of the participants to ‘do
the right thing’, a concept evident but poorly described in the current literature. From a
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cultural perspective in a context of competing models of health care ‘doing the right 
thing’ in terms of balancing all the considerations associated with hospice inpatient 
admission was challenging. The developments in the wider health care economy that 
influence hospice care provision present opportunities but also a potential escalation in 
the conflict between ‘mission’ and ‘business’ for hospices. For those working in 
hospices, recognition, understanding and discussion of the multiple, interwoven issues 
involved in admission processes may help them with the challenge of ‘doing the right 
thing’.
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CHAPTER 7. STUDY CRITIQUE AND CONCLUSION
7.1 Introduction
In this chapter I provide an outline of how this study contributes to an understanding of 
the hospice inpatient admission process and the factors that influence it. The strengths 
and limitations of choosing a focused ethnographic research approach and Lens Model 
as a framework for the analysis of data are discussed. Consideration is given to the 
limitations of the study in respect of the methodology, including the sampling and data 
collection methods. Implications of the study findings for clinical practice, education 
and future research are discussed and recommendations are made for practice, 
education and research. The conclusion is then presented where I highlight the 
originality of the research and the overall contribution it makes to scholarly debate and 
discussion regarding hospice inpatient admission practices.
7.2 The contributions of the study
Hospice and SPC have undergone rapid and major change in recent decades. Insight 
into how culture and practice have developed in response has been provided by 
several interesting and revealing studies, each with a different focus but contributing to 
the bigger picture. One of the key issues in relation to hospice care relates to equity of 
access and why certain attributes, such as a diagnosis of cancer, continue to 
predominate in the population of patient receiving this type of care. This study offers a 
new insight into the day-to-day culture and practice relating to hospice inpatient 
admission. It has revealed how those working in hospices construct the rules and 
criteria for admission to their inpatient unit, which whilst motivated by a wish to ‘do the 
right thing’ are subject to a requirement to manage issues in relation to the hospice 
boundary, the risk to patients and the organisation and personal and organisational 
reputations.
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‘Doing the right thing’ is revealed in this study to be a challenging activity in the face of 
the competing demands and considerations the participants spoke about. The study 
has provided a new insight into previously undocumented aspects of the hospice 
admission process and how the likelihood of a particular patient being admitted is 
influenced by multiple considerations, a patient’s need being only one of these. 
Understanding the various perspectives constructed in daily clinical practice 
contributes to an understanding of how documented inequalities in access to hospice 
and SPC palliative care may arise. The findings have contributed the following new 
insights into some of the influencing factors involved:
• Admissions practices vary significantly in structure and process from one 
hospice to another.
• A continuum of beliefs existed amongst clinicians about the appropriate use of 
hospice inpatient beds. The underlying motivation of those involved was to do 
the right thing, however, what that constituted varied according to the 
perspective adopted.
• Competing models of care were evident in admission practices. At one end of 
the continuum there was evidence of a service attempting to ‘detach from 
dying’. Hospice inpatient units were explicitly viewed by some working in them 
as institutions for the management of symptoms, not the care of the dying.
7.3 Study strengths and methodological contribution
In order to achieve a better understanding of how and why patients are selected for
admission it was felt important to capture the judgement and decision making that
occurred in real practice. Adopting a focused ethnographic approach has revealed that
practice was heavily influenced by many more factors than patient related need. This
would not have been apparent if demographic patient related factors alone had been
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the focus of study. The single system Lens Model (Cookey, 1996b) offered a 
framework to diagrammatlcally present the factors participants considered when 
making those judgements and decisions, and their Interpretations of them, In a different 
way. The culture of teams, the organisations and the specialty were dominant 
Influences on who was admitted to a hospice. Capturing the beliefs which underpin the 
practice of clinicians and other hospice team members was Integral to understanding 
this. An advantage of ethnographic fieldwork Is that It provides an opportunity to 
capture the broad range of data required to provide Insight Into, not only the big stories 
that organisations tell, but also the smaller. Individual stories that follow (Gubrlum & 
Holstein, 2009). This study has shown how small Individual stories related to hospice 
admission contribute to and construct the bigger picture of access to hospice care.
Combining observation. Interviews and analysis of documentation facilitated telling the
story of the hospice admission process from more than one perspective. One of the
striking factors of the study findings was what could be described as the dynamic
nature of the admissions process. Gubrlum and Holstein (2009:190) stated:
“...institutional narratives are not discrete packages of information strictly 
reflecting their origins. They are more like currents in an inter- 
organizational flow of meaning, understandable only in the context o f the 
“upstream” history of narrative meanings and the “downstream” 
consequences of current actions.”
Choosing a focused ethnographic approach facilitated capturing some of the current 
flow of hospice admission practice from multiple perspectives. The decision to focus on 
the admission process and use a sample of more than one hospice site was Integral to 
capturing the variances between organisations. A broader range of views held by 
clinicians working In different organisations was thereby revealed. Organisations 
condition, but do not determine locally articulated narratives (Gubrlum & Holstein,
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2009), collecting data from several sites therefore minimised the Influence of such 
conditioning.
The focus on the admission process presented an opportunity to study practice which 
was relatively detached from the external Influence of other healthcare providers. In 
this sense It was a forum over which the hospice clinicians exercised a high degree of 
control, with the power to accept or decline patients for admission. As such the process 
could be argued to provide a less diluted Insight Into cultural priorities than may be 
observed In other areas of hospice practice.
7.4 Limitations of the study
The study Is acknowledged to have several limitations. Selecting a combination of 
methods, non-partlclpant observation. Interviews and analysis of documentation aimed 
to capture more of the process than one of these methods would achieve alone. 
However, the approach would not have captured all aspects of the decision making 
process. It excluded any Influencing factors that may occur prior to the point at which a 
request was made. Using a focused ethnographic approach concentrated the study on 
the Inpatient admission process and meetings and excluded consideration of the wider 
hospice referral processes from the perspectives of those working within the hospices 
and those working outside them. A traditional ethnography Involving more prolonged 
observation of practice at each site may have revealed other Influencing factors. There 
was also a case for Investigating these processes from the perspectives of those 
making the referrals to the hospices from external organisations. An active decision 
was taken not to do so for reasons previously discussed, the decision was also 
however Influenced by the time and resources available. These processes and 
perspectives present valuable areas for further research.
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The choice to focus on the inpatient admission process and limiting the sample of 
Interview participants to those directly Involved In the process means that the findings 
only relate specifically to decisions regarding these types of admission and those 
directly Involved. It did not explore the perspective of the wider hospice team or those 
working outside those organisations. Neither do the findings necessarily reflect practice 
In other types of hospice service, such as what occurs In community teams or day 
units. Different areas may be subject to different Influencing factors. Observing and 
seeking the perspectives of the clinicians Involved was an essential element In 
attempting to understand what actually occurred In real practice. The very act of data 
collection and the presence of a researcher will however have had some Influence on 
the process. The short episodic nature of the data collection presented several 
possible disadvantages. It Is possible that due to the ‘Hawthorne effect’ behavioural 
changes occur as a result of a change In the environment, such as the appearance of 
a stranger such as a researcher, however this effect Is reduced over time (O’Reilly,
2009). Using a focused ethnographic approach Involved Interrupted, episodic data 
collection reducing the likelihood of time diminishing this effect. Conversely, based on 
my experience this depends on how the term stranger Is defined. I would characterise 
my presence In these organisations as a stranger from the perspective of a researcher, 
but an Insider In terms of being a nurse working In the same specialty. It Is possible 
and I would suggest likely, however, that It was my background as a nurse that allowed 
access to the sites at all.
Conducting ethnography In a group or culture with which the researcher Is familiar 
O’Reilly (2009:113) describes as “how to stand back and see us as others see us.” My 
familiarity with the hospice environment and the specialty will Inevitably have had some 
Influence and ultimately these findings are my Interpretation of what occurred. 
Conversely ‘Insider’ knowledge of hospice culture and understanding the language was
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beneficial In Interpreting some of the behaviours observed. I have, however, aimed to 
be explicit regarding my position to enable the reader to form their own judgment In this 
respect.
7.5 Reflections on the research experience
Conducting this research has been both a challenging and revelatory experience for 
me. At the outset of the study I had hoped to find some answers that would help me In 
clinical practice when Involved In the process of considering, discussing or requesting 
hospice admission for patients. I found that there are no straightforward answers to 
these questions but what I did find was new Insight which has enhanced my practice. I 
can best explain this using an example of a conversation that occurred on a hospital 
ward with a surgeon whilst discussing the care of a lady who was dying. My role In the 
conversation was advocating for the dying lady who wished to remain In hospital for 
end of life care. The surgeon expressed the view that this would not be possible 
because there were patients In Accident and Emergency who needed to be admitted 
for urgent and potentially llfesaving surgery. This presented the potential for conflict In 
the face of valid but competing needs for a limited resource. My response to the 
situation at the time and my reflection on It now, having completed this study, are 
significantly different. As one participant Involved In the respondent feedback exercise 
said ‘we all work in silos’ and It Is difficult to see outside them.
Conducting this study has enabled me to see outside my silo. It has highlighted how 
understanding the multiple perspectives on a situation, though different, have value 
and need to be recognised. An enhanced understanding and recognition of them may 
lead, not to finding an ‘answer’ where there may be none, but to negotiating a new way 
forward which acknowledges and respects the value and contribution of all relevant 
perspectives. The question I have asked myself, as a nurse with many years clinical
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experience in hospice and SPC, is how have I not known or seen another’s 
perspective in this way before. Based on some of the feedback from the respondent 
validation exercise, whilst the findings were described as reflecting what was ‘real’ they 
had not been visible to them either
7.6 Implications and recommendations for policy, education and research
The various structures and processes observed to manage Inpatient admission 
exemplified the Individual character of these organisations. These findings Identify that 
there was no consensus about the optimum structure or process for managing 
admissions. This reflected variance In the underlying beliefs and ethos of the Individual 
organisations about what service they wished to provide. There Is still much to learn 
about this type of judgement and decision making. It Is hoped that what can be drawn 
from the findings are Insights Into the possible strengths and weaknesses of the 
approaches observed which may Inform policy and practice, education and research.
7.6.1 Implications and recommendations for policy and practice
The Implications for policy and practice are viewed In terms of the potential Implications 
for patient care and for the organisation or the hospice team. The Impetus for 
conducting the study originated from a desire to better understand the dilemmas that 
arose In clinical practice and how these were addressed from the perspective of those 
working In hospices. As the study has shown, these types of decisions have wide 
Implications not all of which directly related to meeting Individual patient need but 
which directly Influenced outcomes for patients.
7.6.2 Implications for policy and practice.
• The lack of consensus regarding the remit and use of hospice Inpatient care
Identified by the study presents the possibility that the Individual organisations
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may respond differently If presented with the same patient admission request. 
Access to Inpatient hospice care therefore appeared to be Inequitable on the 
basis of the variant admission processes. Whilst the study findings are not 
generallsable to all hospices In England they would suggest that the likelihood 
of a person achieving hospice admission Incorporates an element of chance, as 
Addlngton-Hall et al. (1998) suspected. The processes observed lacked the 
clarity and uniformity Identified as necessary for the future success of hospice 
care (Help the Hospices, 2013).
The ‘club membership’ constructed to manage the hospice boundary 
highlighted Issues of trust which present barriers to forming the collaborative 
working relationships with other providers of palliative and end of life care that 
have been Identified as necessary to the creation and delivery of effective 
future services (Help the Hospices, 2013).
Despite national policy (DH (E), 2008) promoting patient choice as a feature of 
high quality end of life care, based on these findings an expressed preference 
to die In a hospice would constitute a weak Influencing factor In determining 
that outcome. This raises Issues for hospices In terms managing patient 
expectations.
Much of the judgement and decision making evident In this study was Implicit 
and thereby not available for, or open to, scrutiny from patients or other 
external Interested parties. Poorly defined terms such as ‘complex’ and 
‘specialist’ contribute to a lack of clarity about the nature of services provided 
and can be used as a rationing device.
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• The competing models of care underpinned by a continuum of beliefs about the 
appropriate use of hospice Inpatient beds evident In these findings showed 
services struggling to manage their boundary. Help the Hospices (2012b) has 
highlighted that hospices In the UK face many challenges In the future due to 
the changes In broader health care provision, the economic situation and 
demographic predictions. These challenges are however widely viewed as 
problems which are not current but anticipated and which will require new skills 
and models of care from hospices (Help the Hospices, 2012b). This study 
provides evidence that such challenges are a current and significant problem 
for hospices now.
• Competing models of care present the risk of confusion within a hospice team 
In relation to appropriate reasons for admitting a patient.
• The range of beliefs regarding the remit or use of Inpatient beds presents a 
potential source of conflict within a hospice team. Despite the range of beliefs 
regarding the appropriate use of beds, the hospice culture appeared to find the 
expression of differences of opinion regarding admissions difficult, and to avoid 
conflict, participants opted to manipulate the system to achieve their alms.
• The role and contribution of nursing care formed little or any part of the explicit 
criteria for hospice admission. The Implication being that It was either 
considered unimportant or It was unrecognised and undervalued.
• Potentially disputed or confused admission criteria and the possibility of
admission occurring as a result of processes being manipulated present a
potential clinical risk to patients In the context of a highly specialised health
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care system. Patients admitted to hospice for the control of physical symptoms 
or ‘complex’ problems, not end of life care, have the potential to require 
Intervention from more than one medical specialty which they may not be able 
to access In a hospice setting. Admitting a patient with multiple problems to 
help them to ‘live well’ rather than ‘die well’ requires careful consideration with 
regards to the ability of a hospice Inpatient team to meet all those potential 
needs.
The scoring systems used to prioritise admission requests were described as 
subjective and appeared open to manipulation. The multiplicity of factors 
Involved appeared to make such situations not amenable to consistent 
quantification by different people applying different models of care.
7.6.3 Recommendations for policy and practice
• Hospices would benefit from further consideration and open discussion 
regarding their organisation’s model of care. Consideration needs to be given to 
how this may, or may not, have changed over time and the clarity with which 
those changes are reflected In policy documents, guidelines and embraced and 
Implemented In practice. Clear written criteria for hospice admission have been 
Identified as a means of Increasing transparency In the admission process 
(NCPC, 2011). As this study has shown policy documents do not necessarily 
reflect what happens In practice.
• Developing trusting and more collaborative relationships with other health 
providers will require hospices to promote a greater understanding of the 
perspective and experiences of other providers. One means of achieving this
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would be through the creation of opportunities for members of the hospice 
inpatient team to gain experience working in other care settings, such as an 
acute hospital palliative care team. Reciprocal agreements for the purpose of 
gaining experience or education could equally be applied to settings such as 
nursing homes but would require flexible and Innovative patterns of working. 
Hospices need to look outwards and learn more about health and social care 
developments (Help the Hospices, 2012b) and find new ways to share their 
expertise (Help the Hospices, 2013), such Initiatives may be a means of 
achieving this.
• Policy documents, at an organisational or national level which Identify 
categories for admission such as ‘complex’ or ‘specialist’ need, should 
examine, define and explain what the terms mean. This would contribute to 
greater clarity and uniformity In terms of what hospices offer, as called for by 
Help the Hospices (2013). In turn, this would facilitate transparency and 
manage the expectations of patients and other service providers more 
effectively.
• In line with recommendations from Help the Hospices (2013) these findings 
support the need for hospices to develop a systematic means of evaluating the 
services they provide. In relation to hospice Inpatient admission this would 
require the development of more clearly stated, specific and measurable alms 
for admission.
• Hospice teams would benefit from examining which models of care Influence
admission practices In their organisation. This should Include consideration of
the possible consequences In terms of managing the Inherently Intertwined
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issues related to boundary, risk and expectation. Clarity In this regard would 
contribute to developing mechanisms to evaluate the purpose and outcomes of 
admissions. Pursuing particular policies and outcomes. In themselves forms of 
bureaucratization, presents risk. ‘Doing the right thing’ organisationally needs to 
be considered In the context of ‘doing the right thing’ for the Individual patients 
referred to an Inpatient service, to avoid possible unintended consequences. 
This supports the view that future hospice care will need to pay greater 
attention to Issues of clinical risk (Help the Hospices, 2013).
• Admission decisions should be taken with the Involvement of a nurse and a 
doctor as a minimum and depending on the purpose of admission other allied 
health professionals. Identified alternative admission processes aimed at 
reducing delays and the number of people Involved have Included allowing the 
decision to be taken by the assessing doctor or nurse (NCPC,2011), this 
approach falls to take Into account that participants In the process play 
Important roles In terms of clinical risk assessment.
• Scoring systems should be used with caution In the absence of a consensus 
regarding the model of care which underpins admission practices or evidence 
of the reliability of such systems.
7.6.4 Implications and recommendations for education
• A lack of consensus regarding the appropriate use of hospice Inpatient services
Is problematic. It presents difficulties In terms of educating healthcare
professionals, both Inside and outside the specialty, regarding the appropriate
use of and referral to such services. Failure to recognise the Invisible and
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undervalued aspects of care delivered In hospices Inherently reduces the 
likelihood of effectively educating the future workforce In these aspects of care. 
Educating patients and families, healthcare providers and the general public Is 
a prerequisite for managing the expectations of all concerned.
A further consideration relates to the wider Issue of resource allocation and 
consultation with the public In these debates. There was no evidence that the 
hospices actively sought public opinion regarding how they used the hospice 
resource, other than recognising the role of trustees In representing the local 
population who donated money. In the context of a society seeking Increasing 
transparency and accountability from health care providers, hospices should 
consider the Implications of such factors on their current practice.
Hospices need to consider how to explicitly educate patients and the public 
about the nature of the Inpatient service they provide within the context of a 
culture of care In transition, through leaflets and the media. Health care 
providers should be updated about the changing nature of hospice care 
provision In view of the constantly evolving health care systems, through 
courses, seminars and In-service training. Such activity would however require 
clarity and consensus regarding which model(s) of care hospices utilise.
7.6.5 Implications and recommendations for research
• The study findings support the Identified acute need for systematic analysis of
data and the use of evidence In decision making (Help the Hospices, 2013).
Limited research evidence Is available regarding real time judgement and
decision making processes that occur when clinicians allocate hospice services
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and the outcomes or quality of those decisions. Further work Is required to 
explore how quantitative and qualitative research approaches can be used 
together to Inform our understanding of judgement and decision making.
• The wider referral processes that occur In hospices represent useful 
opportunities for further research. Exploration of the views of people who refer 
patients for hospice Inpatient admission would provide further understanding of 
the process. Such research would reveal the experience of the admission 
process from the perspectives of those external to the hospice organisation. 
Similarly, further study of the expectations of patients who are offered, and 
agree to, hospice Inpatient admission and where possible the perceived 
outcomes of the admission would offer another valuable perspective.
• Further study Is required to explore the outcomes of admission decisions. This 
might Include comparing the Information presented In a patient admission 
request, and the situation as It Is perceived by the hospice team when the 
patient Is admitted to the hospice. The use of hospice admission categories 
should be considered as part of this process. For example, examining what the 
categories mean, the relationship between different categories and what 
distinguishes one category from another would be useful.
• Conducting the research study presented several challenges. Gaining access 
to sites was problematic and the support available In terms of time or resources 
was very limited. The need for hospices to strengthen the evidence base for 
hospice care has been described as vital and will require hospice to revise their 
strategies for research and Invest In systems to support the process (Help the
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Hospices, 2013). The experience of conducting this study fully supports this 
recommendation.
7.7 Conclusion
Hospice Inpatient admission processes are a previously sparsely documented aspect 
of hospice practice. This study has provided new Insight Into this type of poorly 
understood clinical activity which has been shown to Involve multiple Influencing 
factors, the relationships between which are difficult to fully understand and can 
therefore be described as complex. The findings presented here offer an original 
exploration of the process from the perspective of those working In hospices, 
considering and managing admission requests on a dally basis. Admission was 
Influenced by a variety of patient related and non-patient related factors which 
Influenced the decisions of participants whose underlying motivation was to ‘do the 
right thing’. Requests were considered In the context of three sub themes, managing 
the hospice boundary, managing risk and managing face or reputation. Priorities were 
determined by an Individual’s position In the process, directly Influencing which 
consideration was their primary concem. One person’s priority might be achieving 
admission for the Individual patient they had visited In the morning who was struggling 
to cope at home. Another person’s priority might be to protect the Interests of current 
patients on the Inpatient unit by preventing any further admissions If there was felt to 
be Insufficient resources available to admit another patient. Factors appeared to be 
judged at least as much In terms of maintaining the Integrity of the hospice as meeting 
patient need.
The structure and process used to manage admissions was shown to vary significantly
from one organisation to another. They Incorporated a variety of representation from
the hospice team and different disciplines, which was significant because It had the
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potential to Influence outcomes for patients. Evidence of current or historic changes to 
the admission process was Indicative of the element of uncertainty and challenge the 
participants reported In knowing If they were ‘doing the right thing’ or how to go about 
It. The absence of representation of a particular discipline In the process removed the 
opportunity for an opinion to be offered regarding what admission may or may not be 
able to offer from that disciplines perspective. This Incorporated an element of risk to 
patient care In terms of Identifying If the hospice could deliver the care required by an 
Individual patient and therefore was admission to the hospice safe and appropriate. 
Representation by other members of the multl-dlsclpllnary team, such as those 
specifically providing psychological and spiritual support, was not common but would 
also promote Identification of what the service could offer to address patient need. 
Despite evidence of struggling with the process, and Implementing changes In some 
organisations, little attention was paid to evaluate the efficacy of admission processes 
against the stated admission criteria.
Hospice care was found to be explicitly protected for the use of those deemed to 
require the ‘specialist’ knowledge and skills found therein. Recommendations aimed at 
preparing hospices for the future have suggested a move toward a more “social and 
personal end of life care mode/" which It Is suggested will require a shift In thinking and 
practice away from the medical (Help the Hospices, 2012b). The hospices observed In 
this study Indicated a trend In the opposite direction, toward the medical and away from 
the care of the dying. Physical symptoms and complex need were the explicit primary 
concerns observed In this study. This was achieved by the performance of layers of 
assessment and building on the Insider/outsider concept of hospice care the study has 
provided an original presentation of a constructed ‘club membership’ which functions to 
protect the hospice from unwanted Intruders or referrals from untrustworthy sources. 
Trust, or the lack of It, was an Important part of the process In terms of managing the
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hospice boundary. ‘Club membership' represents a potentially Important Indicator of 
the level of Integration that has occurred between hospice and mainstream health care 
services.
Revealing this type of construction was facilitated by the chosen methodology of 
focused ethnography and a constructionist approach, which represents a different 
approach to examining this aspect of hospice practice. Previous studies having 
focused on examining the outcomes of admission not the process Itself. The approach 
revealed the lack of consensus regarding the appropriate use of the service, from the 
traditional model of hospice as a place to care for the dying, to a place to be preserved 
for the management of physical symptoms or complex problems. From a social 
construction perspective the findings show not just what occurred but also how these 
forums and activities are Integral to the generation and development of hospice culture. 
In the absence of formal mechanisms to evaluate admission practices a type of 
Informal feedback mechanism was evident whereby clinicians reported that they 
judged the admission decisions of others and were aware their decisions would be 
judged In turn. This mattered to them because It Influenced their reputation. Therein a 
cultural boiler room of Informal rules and conventions regarding admissions were 
produced and maintained. Despite the Informality of the process, concern about 
reputation could be powerful enough to delay a decision to admit until It was too late 
and the patient died. The existence of this type of Informal feedback mechanism In the 
absence of formal evaluation procedures supports the Help the Hospice’s (2012b) view 
of hospice care as complacent In regard to a failure to systematically collect and 
analyse data to provide evidence of what It Is hospices do. Hospices will need to 
address this Issue and hospice admission processes have been shown by this study to 
be an area requiring this type of attention.
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A failure to evaluate admission processes may In part explain the successful Influence 
of subcultures In this study. Differing opinions regarding the appropriate use of a 
hospice bed tended not to be explicitly expressed In a culture keen to avoid conflict. 
Instead goals were sometimes achieved by manipulating the process. Hospice and 
SPC services are facing considerable challenges In a health care economy of finite 
resource and growing demands. Understanding the models of care that Influence the 
judgement and decision making processes around access to hospice services Is 
Imperative for those wishing to actively engage In how those challenges can, or should 
be met. Thanks to the participants of this study who were willing and courageous 
enough to have their practice observed and to share their views, beliefs, hopes and 
fears, the findings of the study provide Insights which will contribute positively In their 
quest to ‘do the right thing’.
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Appendix 1. Excerpt of NRES approval letter
NHS
National Research Ethics Service
Surrey Research Ethics Committee
Education Centre 
Royal Surrey County Hospital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Telephone: 01483 406898 
Facsimile:
24 March 2010
Dear Miss Eagle
Study Title: What are the judgement and decision making processes
when prioritising patient need for hospice/specialist 
palliative care unit (SPCU) in-patient admission?
REG reference number: 10/H1109/11
Protocol numben 2
Thank you for your letter of 18 March 2010, responding to the Committee's request for 
further information on the above research.
The further information has been considered on behalf of the Committee by the Chair. 
Confirmation of ethical opinion : "
On behalf of the Committee, I am pleased to confkm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
revised documents, subject to the œnditîons specified below.
Ethical review of research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion* below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research (“R&D approval*) should 
be obtained from the relevant care organlsation(s) in accordance witti NHS research 
governance arrangements. Guidance on applying for NHS permission for research Is
This Research Ethîa Committee k an advisory committee to South East Coast Strategic Health Authority 
The National fteseardh Ethia Service (NRES) represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethia Committees In England
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Appendix 2. Excerpt of NRES substantial amendment
NHS
National Research Ethics Service
NRES Committee South East Coast - Surrey
Education Centre 
:: Royal Surrey County Hôpital 
Egerton Road 
GUILDFORD 
Surrey 
GU2 7XX
Tek 0148340^98
Fax:
19 May 2011
Dear Miss Eagle 
Study title:
REC reference: 
Protocol number: 
Amendment number: 
Amendment date:
What are the judgement and decision making processes 
when prioritising patient need for hospice/speclailst 
palliative care unit (SPCU) in-patient admission? 
10/H1109/11 
N/A
6 May 2011
The above amendment referring to the inclusion criteria and the number of participants 
Interviewed was reviewed at the meeting of the Sub-Committee held on 19 May 2011.
Ethical opinion
The members of the Committee taking part in the review gave a favourable ethical opinion 
of the amendment on the basis described In the notice of amendment form and supporting 
documentation.
Approved documents
The documents reviewed and approved at the meeting were:
Document Version Date
ParBdparit Cogent 06 May 2011
Participant Information Sheet 2 06 May 2011
Protocol 06 May 2011
Notice of Substantial Amendment (non-CTIMPs) 11 May 2011
Covering Letter 11 May 2011%%%%
Letter of Invitation to organisations 2 06 May 2011
Th» Research Ethics Committee ts an ed«sory committee to the South East Coast Strategic Health Authority ■: 
The National Research Ethia Service (NRES} represents the NRES Directorate within 
the National Patient Safety Agency and Research Ethics Committees in Engiand
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Appendix 3. Participant information sheet
Date: 6th May, 2011 
Version 2.
Participant information Sheet
1. Study title: An exploration of the hospice in-patient admissions process.
I would like to invite you to take part in a research study. Before you decide you need 
to understand why the research is being done and what it would involve for you. 
Please take time to read through the following information.
Part 1 tells you about the proposed study and what will happen to you if you take part.
Part 2 gives more detailed information about the conduct of the study.
Please ask if there is anything that is not clear or if you would like any further 
information. Take time to decide whether or not you wish to participate.
Part 1
2. What is the purpose of the study?
The purpose of the study is to gain a better understanding about the process of 
hospice in-patient admissions. I feel it is important that clinicians have as full an 
understanding as possible about how we utilise limited healthcare resources in the 
best interests of our patients. This study aims to increase our knowledge about and 
understanding of this process.
3. Why have I been invited?
in order to collect data several hospices and specialist palliative care units in England 
have been invited to participate in the study. You have been invited as a clinician who 
is involved in the admissions process within your organisation.
4. Do I have to take part?
Participating in this study is entirely voluntary. When you feel you have sufficient 
information and if you agree to take part you will be asked to sign a consent form. You 
are free to withdraw at any time, without giving a reason.
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5. What will happen to me if I take part?
The study is a qualitative research study which involves data being collected in two 
ways. Firstly non participant observation of the admissions process or researcher 
observation and audio tape recording of two meetings at which in-patient admission 
requests are discussed, if these occur, in your organisation. Secondly I would like to 
invite some of the clinicians involved with admissions to be interviewed about the 
process, this is anticipated to take about 45 minutes.
The level of your involvement will depend upon whether or not you are present at the 
meetings and/or accept the invitation to be interviewed.
Anonymity will be maintained for all participants.
6. What are the possible benefits of taking part?
Whilst it is difficult to predict the potential benefits of the study it is hoped it will provide 
information and increase understanding about the utilisation of limited hospice in­
patient beds for the benefit of both patients and the clinicians involved in the process.
7. What if there is a problem?
Any concerns or complaint about the way the study is conducted will be addressed. 
Detailed information is provided in Part 2.
8. Will my taking part be kept confidential?
Yes. The study will follow ethical and legal guidelines to maintain confidentiality and 
anonymity. The details are included in Part 2.
If the information provided in Part 1 is of interest to you and you are considering 
participating please read the additional information in Part 2 before making a 
decision.
Part 2
9. What will happen if I decide I don’t want to continue with the study?
If at any point you feel you want to withdraw from the study, but have either previously 
attended a meeting or an interview, you are free to do so at any time, you will be asked 
if you are agreeable for any data collected when you participated to be used. If you do 
not wish this data to be used it will be destroyed and not used as part of the study.
10. What if there is a problem or I wish to make a complaint?
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If you have a concern about any aspect of this study, you should contact the 
researcher Lisanne Eagle on l.eagle@surrey.ac.uk. If you remain unhappy and wish to 
complain formally you can do this by contacting Mr Glenn Moulton, Secretary to the 
University of Surrey Ethics Committee. Please see contact details below.
11. Will my taking part in this study be kept confidential?
All information collected during the study will be anonymised were possible at the point 
of collection. Personal identifiable data will however be collected by audiotape 
recording, this will be transcribed and anonymised as soon as possible after the data 
collection episode by the researcher. All personal identifiable data will be kept securely 
and only accessible to the researcher and two university supervisors. It is anticipated 
that verbatim quotations will be used in the writing up of the study however these will 
be anonymised and participants will only be referred to by their discipline/title e.g. Dr, 
nurse, physiotherapist.
The management of all data will comply with the Data Protection Act 1998.
The information collected will be stored for at least 10 years in accordance with the 
University of Surrey Code of Practice for Research Degrees after which time it wiil be 
destroyed by shredding or incinerating.
12. Who is organising and funding the study?
This study is being conducted as part of a postgraduate research degree programme 
run by the University of Surrey. An education grant from Macmillan cancer support is 
funding part of the course fees. The remaining costs are being met by the researcher.
13. Who has reviewed the study?
The study is overseen by the course supervisors at the University of Surrey and 
reviewed by the University Research Ethics Committee and the Local Research Ethics 
Committee.
14. Contact details
Lisanne Eagle Mr Glenn Moulton
Postgraduate student Secretary to Ethics Cmttee
Division of Health and Social Care Registry
Faculty of Health and Medical Sciences Floor 6 Senate House
Duke of Kent Building (Level 3) University of Surrey
University of Surrey Stag Hill
Stag Hill Guildford GU2 7TE
Guildford GU2 7TE q.moulton@surrev.ac.uk
l.eaqle@surrev.ac.uk
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Appendix 4. Participant consent form
PARTICIPANT CONSENT FORM 2 
Date: 6**’ May, 2011 
Version 2
Title of Project : Exploration of the prioritisation of hospice admissions.
Name of Researcher : Lisanne Eagle
Please 
initial box
1. I confirm that I have read and understand the information sheet dated 06.05.2011 
(Version 2) for the above study. I have had the opportunity to consider the 
information, ask questions and have these answered satisfactorily.
2. I understand that my participation is voluntary and that I am free to withdraw at any 
time without giving any reason.
3. I understand that the researcher will make observations and take notes reiating to 
my role in the admission process.
4. I understand that if I agree to be interviewed this will be audio-taped with possible 
use of verbatim quotation.
5. I agree to take part in the above study.
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Name of Participant Date Signature
Name of person taking Date Signature
consent.
When completed: 1 for participant; 1 for researcher.
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Appendix 5. Invitation letter to prospective sites
06.05.11 
Version 2.
Dear
I am a part time student studying for a research degree (PhD) at the University 
of Surrey, Guildford. I am writing to your organisation in relation to possible 
participation in a research study.
The purpose of the study is to explore the process of prioritising patient need 
for admission to a hospice/specialist palliative care unit (SPCU).
A  literature search has identified there is limited evidence available relating to 
these types of decisions. I would therefore like to undertake a study to gain a 
better understanding of this area of clinical practice.
I am approaching hospices/SPG units in England to seek consent for 
participation in a qualitative study which would involve non participant 
observation of the admissions process or observation and audio tape recording 
of ‘admissions’ meetings and interviews with some of the clinicians involved.
I would be very grateful to know if your organisation might consider participating 
in such a study. I would, of course, be happy to provide further information if 
required, my contact e-mail is l.eaqle@ surrev.ac.uk.
I thank you for taking the time to read this letter and would greatly appreciate 
any assistance you may be able to offer.
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Yours sincerely
Lisanne Eagle
Postgraduate research student 
Health and social care division.
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Appendix 6. Interview guide
17*^  February, 2010.
Version 1.
The interview questions will be influenced and directed by the findings/outcomes of the 
admissions meetings but are anticipated to explore the following general themes.
1. The participant’s roie and responsibilities.
2. Description of the role and function of the hospice in-patient unit.
3. Description of the function and process of the admissions meetings.
4. The participant’s role within the admissions meetings.
5. Views about the admissions process.
6. How it feels to be involved in the process.
7. Aspects that work well.
8. Aspects that are challenging.
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Appendix 7. Transcription codes and symbols
AM Admission meeting
iNT Interview
P1 Participant one
P2 Participant two
D........ Doctor
N........ Nurse
A .........Allied Health professional or Administrator.
Adapted from Silverman (2010)
(0.2) Numbers in parentheses indicate elapsed time in silence in tenths of a
second.
(.) Dot in parentheses indicates a tiny gap.
  Underlined text indicates some form of stress via pitch
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Appendix 8. Example of NVivo free nodes
Free Nodes -A/C
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n
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Appendix 9. Respondent validation exercise.
A presentation of the findings to participants of the study led to the following comments 
and feedback:
‘The presentation was informative and brought the data to life, and made It relevant to 
the real world’
‘Interesting the public face of the hospice came out as a factor’
‘Manipulation and bias’ -  certainly real factors but as you say all trying to do the right 
thing’
‘The club membership thing was like a light bulb moment, that’s exactly how it is’ 
‘Totally agree with club membership it is very prevelant and totaliy true!’
‘Identified the real approach’
‘Could very much relate to all your findings’
‘Fascinating study’
‘It’s good that it shows the broader perspective’
‘The admission meeting is the one that no-one wants to attend because it is so difficult’ 
‘People work in silos and protect their own area’
‘The findings shouid be published in Pailiative Medicine’
‘This has implications for nurse education’
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Appendix 10. Example of database search
Search History
1. ONAHL; (hospice OR palliative AND care).ti.ab [Limit to; Publication Year 1984-2014 and (Language English)!; 
17403 resute. . .
2. CINAHL; (referral OR admission* OR inpatient), ti.ab [Limit to: Publication Year 1984-2014 and (Language 
English)]; 47334 results.
3. CINAHL; 1 AND 2  [Limit to; Publication Year 1984-2014 and (Langtmge English)]; 1394 results.
4. CINAHL; 3 [Limit to; Publication Year 2004-2014 and (Language English)]; 993 results.
5. ONAHI4  4 [ lim it to: Publication Year 2004-2014 and (Publication lÿ p e  Research) and (Language English)); 746
6. CINAHL; 5 [Limit to; Publication Year 2010-2014 and (Publication Type Research) and (Language English)]; 367
7. CINAHL; 5 [Limit to; Publication Year 2004-2009 and (Publication TVP® Research) and (Language English)]; 379 
results.
8. ONAHL; Duplicate filtered: [5 (Limit to: Publication Year 2010*2014 and (Publication Type Research) and 
(Language English))]; 367 results.
9. CINAHL; (ho.spicc AND inpatient AND admission).ti,ab (Limit to: Publication Year 1984-2014 and (Publication 
Type Research) and (Language English)); 39 results.
10. HMIC; (hospice OR palliative AND care),ti,ab [Limit to; (Language Type Etglish)); 1674 results.
11. HMIC; (referral OR admission OR inpatient).Hab (Limit to: Publication Year 1984-2014 and (Language Type 
English)]; 7653 results,
12. HMIC; 10 AND 11 [Limit to; (Language Type English) and Publication Year 1984-2014); 173 results,
13. MEDLINE; (hospice OR palliative AND care),ti,ab (Limit to; Humans and Publication Year 1984-2014 and 
(Languages English)); 15312 results,
14. MEDl-INE; (referral OR admission OR inpatient),ti,sb [Limit to; Humans and Publication Year 1984*2014 and 
(Languages English)]; 151094 results,
15. MEDl.INE; 13 AND 14 [Limit to; Humans and Publication Year 1984-2014 and (Languages English)]; 1726 
rfôults.
16. MEDLINE; (hospice AND inpatient AND 8dmi^ion*).ti,ab (Limit to; Humans and Publication Year 1984-2014 
and (Languages English)); 109 results,
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A ppendix  11.
Summary of papers with a focus on inpatient admission to
hospices in the UK.
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Appendix 12.
Summary of papers with a focus on inpatient admission to
hospices in other countries.
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